



An exploration into Clinical Psychologists interpretation of professionalization: An 








Supervisor: Dr. Barry Coughlan,  
Assistant Director of Doctoral Programme in Clinical Psychology, 






Doctorate in Clinical Psychology 
 
 
Thesis submitted to the University of Limerick (April 2016) in fulfilment of the requirements for the 





I declare that this thesis is my own work. It is submitted to the University of Limerick in 
partial fulfilment of the requirements for the degree of Doctor of Clinical Psychology. It has 
not hitherto been submitted to any other university. 
 

























Firstly I would like to thank my research supervisor Dr. Barry Coughlan, for his invaluable 
guidance, patience and support over the course of this research project.  
I would also like to thank Dr. Rahul Sambaraju from the faculty of Psychology for the 
valuable research support provided in such an accessible manner.  
Thank you to all the University of Limerick Clinical Psychology course team for your 
direction, flexibility and acceptance over the past three years: Dr. Patrick Ryan, Course 
Director; Dr. Barry Coughlan, Assistant Course Director; Anne O'Connor, Clinical Co-
Ordinator; Tom Kennedy, Programme Administrator.  
I would like to thank Dr. Ed O'Dea, Principal Clinical Psychologist and Susan Ryan for all 
their contributions, support and guidance throughout the training programme.  
To all my previous supervisors, prior to and during training, for your unrelenting and 
unwavering support and confidence throughout this journey. Dr. Cliodhna Deany, Brian 
Finnegan, Dr. Martina O'Riordan, Dr. Aine Fitzpatrick and Dr. Nodlaig Moore. Without it, I 
would not be half the clinician, researcher, or person I am today. 
A very special thank you to the late Dr. Paul Lyons, Senior Clinical Psychologist. Without 
you this truly would not have been possible. You will always be remembered and dearly 
missed but your memory, advice and support will forever live on.  
To the ten individuals who generously gave their time out of their busy schedules to 
participate in this study, a sincere thank you. It has been a privilege to meet them and hear 
their stories. 
To my friends, classmates and peers who have been there for me throughout the last three 
years, thank you. That camaraderie and humour has gotten me through some difficult times 





Finally to my family. Words cannot express the gratitude I have for you all. Thank you for 
your understanding, your flexibility, your patience, your belief and your love. Not forgetting 
the precious and unending supply of tea. And to you Fiona, my late sister, this one is for the 






























Introduction: Professionalization is said to be composed of knowledge, autonomy and 
responsibility. There is, however, a significant lack of research into professionalization and 
the field of clinical psychology specifically. The present study aimed to explore clinical 
psychologists' interpretation and experience of professionalization here in Ireland.  
Method: The researcher conducted ten semi-structured interviews with practising clinical 
psychologists from different teams and services across the country. The use of semi-
structured interviews ensured that the individual and unique experiences of each participant 
were explored. Interviews were transcribed verbatim and an Interpretive Phenomenological 
Analysis (IPA) was applied. 
Results: Two superordinate themes emerged from the data; 'standardisation' and 'Internal 
characteristics, alteration? Or acceptable?'. Each superordinate theme encompassed a range of 
subordinate themes. Relevant participant quotes were provided to support each theme. 
Discussion: The research project succeeded in highlighting clinical psychologists' need for 
standardisation in relation to a number of external characteristics of their profession. 
Continuing Professional Development (CPD), self-care and registration were included. While 
others are reported to reach a satisfactory level of standardisation, namely supervision and 
training. The problematic nature of autonomy, knowledge and responsibility was exposed, 
with only the latter two being interpreted as requiring change. The findings are discussed in 
relation to previous literature. The study's limitations and strengths were explored and 
possible future research directions named. A range of recommendations regarding policy and 
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CHAPTER 1: INTRODUCTION 
 
1.1 Overview of present study 
The aim of this study was to explore Clinical Psychologists' experience and interpretation of 
professionalization. There is a particular dearth of literature with regards to 
professionalization in clinical psychology. An exploration into alternative professions, 
namely, nursing and teaching, along with professionalism was carried out from which 
relevant and thought-provoking literature emerged. As a result of such limited literature, the 
current study further reviewed literature in the areas specific to clinical psychology which 
play significant roles in the profession. These included areas such as supervision, self-care 
and training. The present study aimed to aid in the illumination of professionalization in 
clinical psychology and potentially provide some distinct research findings that will act as the 
foundation for further exploration. Therefore, the thesis' research question was 'What are 
clinical psychologists, understanding, interpretation and experience of professionalization?'. 
 
Ten practising clinical psychologists were recruited nationally, through the Heads of 
Psychology Services Ireland (HPSI), for this study. The research project employed a 
qualitative approach, specifically and Interpretive Phenomenological Analysis (IPA) in order 
to explore the lived experiences of the participants in relation to professionalization. This 
double hermeneutic method facilitated an interpretive role on the part of the researcher while 
the ideographic facet of IPA explored the uniqueness of each participant's experience. 
 
According to the clinical psychology participants, the findings of this piece of research 
highlights the need for standardisation with regards to numerous external aspects of their 
profession. There is also an acknowledgement of levels of standardisation present in some 
aspects such as supervision and training. Findings also suggest the presence of knowledge, 
autonomy and responsibility within the professionalization of clinical psychology, similar to 
that in the fields of teaching and nursing. They are, however, interpreted as problematic with 




Finally, the current study contributed to the advancement of the limited literature regarding 
professionalization and clinical psychology. This study establishes a starting point for the 
development of a greater understanding of professionalization within clinical psychology and 
the possible challenges that may emerge. Potential policy changes were highlighted in 
relation to the implementation of standards and regulations of central characteristics of 
clinical psychology and psychologists. 
 
1.2 Thesis Structure 
The current thesis is structured as follows. Chapter 2 presents the literature review, Chapter 3 
details the process of data collection and outlines the methodology. The next Chapter, 4, 
presents the findings of the current study in the format of superordinate and subordinate 
themes. The final chapter, Chapter 5, presents a discussion of the current findings in the 
context of previous literature. The potential implications for clinical practice and possible 
future research were also discussed. Further detail on the chapter outlines are described 
below. 
 
1.2.1 Chapter 2: Literature Review 
This chapter first provides the researchers personal positioning and outlines the manner in 
which the literature review was conducted. Next, it provides a review of the relevant 
literature in relation to Professionalization and other key characteristics of the profession of 
clinical psychology. For example, Continuing Professional Development (CPD), supervision, 
self-care, training and registration. Due to the limited literature on professionalization within 
clinical psychology specifically, related literature in relation to the professions of nursing and 
teaching, along with the concept of professionalism, were included. This related literature 
highlighted significant internal characteristics such as knowledge, autonomy and 






1.2.2 Chapter 3: Methodology 
This chapter details the current study's methodology. In order to answer the thesis research 
question, a justification for the application of a qualitative approach is provided. Specifically, 
the employment of Interpretive Phenomenological Analysis (IPA) is discussed with reference 
to Smith, Flowers and Larkin (2009). This chapter also presents a description of the 
participant recruitment process and the demographics of said participants. How the researcher 
collected, analysed and interpreted the interview data is presented in a clear and concise 
manner. At the end of this chapter relevant ethical issues were also explored. 
 
1.2.3 Chapter 4: Analysis 
The analysis chapter presents the findings from the ten IPA analysed interviews. Two 
superordinate themes were established: 'Standardisation' and 'Internal characteristics, 
Alteration? Or acceptable?'. A range of subordinate themes were also identified within each 
of the two superordinate themes. Each super and subordinate theme is supported within this 
chapter, by a variety of relevant participant quotes. The researcher's interpretation of each 
theme is also included in this chapter. 
 
1.2.4 Chapter 5: Discussion 
Finally, Chapter 5, provides a discussion regarding the current research findings in the 
context of previous empirical literature. Further discussion is presented on the limitations and 
strengths of the current research project. The possible future research was explored and the 
applications of the findings to clinical practice and recommendations regarding policy were 
made. Finally, this chapter concludes the research study with concluding thoughts and 







CHAPTER 2: LITERATURE REVIEW 
 
2.1 Chapter Introduction 
This chapter begins with the provision of search terms and databases used within the 
literature review. This broad range of terms, databases and forms of searches ensures a 
thorough investigation into the available literature regarding professionalization and clinical 
psychology. The next step was to provide the researchers personal positioning in order to 
supply a context for the current research as well as acknowledging possible biases. 
 
This chapter aims to review the existing literature on professionalization and clinical 
psychology. Due to the dearth of literature and professionalization specifically within clinical 
psychology, a broader view was encompassed in order to explore the concept of 
professionalization. This was done through a review of professionalization literature which is 
well-established within nursing and teaching. Such a foundation comprised the core 
characteristics of knowledge, autonomy and responsibility. Following on from the latter, core 
elements within clinical psychology were explored, namely, continuing professional 
development, supervision, self-care, training and registration. These areas were selected as 
they appear to fall within the proposed characteristics of professionalization. 
 
2.2 Literature Search 
For the purpose of this research relevant publications were searched and identified via 
various electronic searches of numerous databases. These databases included; Scopus, 
PsycINFO, PsycArticles, MEDLINE, Web of Science, PubMed, CINAHL Plus, Education 
Full Text (H.W. Wilson), OmniFile Full Text Mega (H.W. Wilson), and Social Sciences Full 
Text (H.W. Wlson). 
 
Appropriate search terms were established by the insertion of applicable areas of interest (e.g. 
supervision) into the thesaurus tab of the electronic databases. Possible search terms were 
produced (e.g. De "Supervisor Employee Interaction", De "Professional Supervision") and 
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later applied as part of the literature search. A significant number of search terms were 
applied when completing said electronic searches. The particular search terms applied for 
clinical psychology were Psycholog*, DE "Clinical Psychology", DE "Clinical 
Psychologists" and DE "Clinical Psychology Graduate Training". Alongside the field of 
clinical psychology, alternative fields were explored including Nursing; DE "Nursing", DE 
"Nursing Education", and Teaching; DE "Teaching", DE "Teacher Education". A sample of 
further search terms pertaining to the specific clinical psychology terms are detailed below in 
Table 2.1; 
 
Table 2.1 Search terms 
Professionalism DE "Professionalism", Professional*, DE 
“Professionalizm”, Professionalisation, 
Professionalization  
Professional Standards DE "Professional Standards", DE 
"Professional Specialisation" 
Supervision DE "Supervisor Employee Interaction", DE 
"Psychological Contracts", DE "Professional 
Supervision" 
Peer Supervision DE "Peer Tutoring", DE "Peers" 
Self-Care DE "Self-Care Skills" 
Self-Awareness DE "Self Perception", DE "Self Reference" 
Continuing Professional Development 
(CPD) 
DE "Continuing Education", Continuing 
Professional Development, Continuing 
Education, CPD, CE 
Personal Therapy DE "Personal Therapy" 
Well-Being DE "Well-Being" 
Trust DE "Trust (Social Behaviour)" 
Professional DE "Professional Certification", DE 
"Professional Competence" 
 
The reference sections of sourced articles were cross-referenced and searches were made to 
obtain additional material. Alternative highlighted search terms attached to sourced electronic 
material were included in further searches. 
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2.3 Inclusion Criteria 
While research into professionalization as a concept has been found in the fields of nursing 
and teaching, such papers have been included in the current literature review. Due to the 
limited clinical psychology-specific papers, research populations, including counselling 
psychologists and psychotherapists, have been included as a result of similarities held in 
relation to training and practice.  
 
A broad range of research topics were included in the literature search and review due to the 
significant lack of knowledge in the area of professionalization in relation to clinical 
psychology. Therefore, areas which are perceived to be core to the profession of clinical 
psychology were included in the following literature review. These areas are central to the 
field of clinical psychology and were consequently hypothesised to play a role in its 
professionalization. It is at this point the researcher would like to acknowledge the broad 
nature of the literature review, and the rationale is that it is necessary to ensure a complete 
representation of the current study. 
 
The following literature was deemed appropriate for inclusion based on numerous 
characteristics including impact factor rating, peer review, applicability to the Irish 
population and a continuous increasing impact factor. The latter two, for example the 'Irish 
Journal of Psychology', were included in the literature review due to the applicability of the 
research to Irish populations and Irish psychological services. The 'TRAMES' journal was 
included due to the novel, interesting and appropriate nature of the article content, while also 
having an impact factor which appears to grow and improve on a continuous basis. Some of 
the articles included come from journals ranging from those with significant impact factors 
such as 6.1 of the 'American Psychologist', to those with lesser impact factors such as the 
'Australian Psychologist' with 1.093. 
 
2.4 Personal Positioning  
For the purpose of this piece of research, it is important the researcher asserts the personal 
positioning to provide a context while also acknowledging possible biases. As a young 
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Psychologist in clinical training the researcher holds a particular preference and interest in the 
area of clinical psychologists development both professionally and personally. A specific 
curiosity around personal development, namely self-care and personal therapy has developed 
over many years. Said curiosity was solidified further by the death of a previous supervisor, 
Senior clinical psychologist, and friend by suicide. Such an event raised questions 
surrounding the application and fundamental role of self-care within the field of clinical 
psychology. This distressing and unforeseeable event prompted a hunger for the further 
acquisition of knowledge and development in such an area, both personally and 
professionally, for all those diligent practising clinical psychologists. In order to access such 
a sensitive topic in a safe and ethical manner alternative approaches and angles were 
hypothesised and reflected upon. Through such exploration and consultation with supervisors 
the concept of professionalization was discussed and deemed an appropriate alternative 
perspective as it enables the researcher to investigate the personal area of interest in an 
ethically rigorous manner.  
  
2.5 Professionalization 
The literature in the area of Professionalization in Clinical Psychology is quite restricted, for 
that reason an extended review of the literature in relation to varying professions has been 
conducted. These alternative professions include Teaching and Nursing. Examining the 
perception of professionalization in other professions and disciplines provides some insight 
on its likely importance within Clinical Psychology. 
 
It is first necessary to clarify the distinct definition of the term Professionalization, however 
this has proven not to be as straightforward as one would imagine. According to Oxford 
Dictionaries (2015) it is a derivative of the word professionalise which means to "Give 
(an occupation, activity, or group) professional qualities, typically by increasing training or 
raising required qualifications". It is further required to attempt to establish, and if not, 
explore the differences between Professionalization and Professionalism. Professionalization 
is described as a political project (Englund, 1996) involving a defined sequence of steps in 
order to complete the process of becoming a professional. Wilensky (1964) depicted seven 
steps, which were later supported by Mieg (2008), these included; (1) the job becoming a 
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full-time occupation; (2) the establishment of a training school; (3) the establishment of a 
university program; (4) the founding of a local professional association; (5) the founding of a 
national professional association; (6) the creation of a state license ; and (7) the creation of a 
code of ethics. These required steps as part of the professionalization process within clinical 
psychology will be discussed in further detail later in this chapter. For the purpose of clarity a 
brief linking of each of these steps to the current field of study will be engaged in. For 
example the establishment of both training schools and university programs within clinical 
psychology is depicted through the initial training provided by the Psychological Society of 
Ireland (PSI) and the current university-based clinical psychology training programs. The 
founding of national professional associations within clinical psychology and Ireland can be 
seen through the establishment of the PSI (1970) and their development of the current Code 
of Ethics (PSI, 2010). Finally the creation of state license is currently being established 
through the development of a statutory based registration with the Health and Social Care 
Professionals Council (CORU). 
 
Following from that the literature regarding Professionalism is less clear cut. Professionalism 
is regarded as a pedagogical project which is concerned with the internal qualities of a 
professional (Englund, 1996). This is however conflicting to Ozga's (1995) research which 
detailed that professionalism does not emphasise the inherent qualities of an occupation or 
profession, rather it stresses the value of the service offered by the practitioners within the 
occupation. Originally professionalism was perceived as more client-focused, practitioners 
were accountable to external agencies, more accepting of public scrutiny, and more flexible 
and able to adapt to demands imposed through the pursuit of excellence (Evans, 2016). 
However there is an emerging school of thought that details a 'new professionalism' which 
indicates a proactive approach of professional practitioners determining their own 
development through the assertion of professional knowledge and rights and returning the 
power balance from the managers, employers and external sources (Evetts, 2006). Therefore 
providing more autonomy to the practitioner. Troman (1996) stated that professionalism is 
not a perfect or an absolute construct namely due to its socially constructed nature and its 
variability based on context. Holroyd's (2000)  research supports Troman's statement as he 
identifies the particular problem of professionalism as not a social-scientific absolute and that 
it historically displays changes as a social construct. These statements are supported from the 
above discrepancy and contested understanding of professionalism as detailed above.  
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These above varied perceptions and definitions for professionalization and professionalism 
are important to the understanding of the current research study and its contribution to the 
empirical literature. 
 
The base of literature and empirical evidence for professionalization within the teaching 
profession is well established. They have invested a lot of time and funding into the 
exploration and establishment of teaching as a profession. Okas, van der Schaaf and Krul 
(2014) states that becoming a professional includes three main aspects, knowledge, autonomy 
and responsibility. This novel and interesting concept however emerged from an academic 
journal who's low impact factor acted as a limitation for said journal. The article was 
however included in this current research due to the nature of the research topic but also as a 
result of the gradual and consistent increase of said impact factor over time. The topic is, 
however, later supported by two alternative articles from journals with acceptable and 
advanced impact factors in relation to psychology research. These are from Phillips Bingham 
(2015) in the American Psychologist (6.1) and Baillie (2015) in Canadian Psychology / 
Psychologie canadienne (1.825). 
 
The knowledge refers to the beliefs and skills characterised by the field, in this case, teachers, 
and that are generally held by the practitioners. Said knowledge, beliefs and skills are based 
on theory and empirical research. They are also rarely held by those external to the particular 
field (Edmond, Aranda, Gaudoin and Law, 2012; Okas et al, 2014). This first characteristic of 
professionalization appears to have strong similarities to that of Clinical Psychology. Clinical 
Psychology also has a core set of beliefs and range of empirically-based knowledge which it 
applies to the human disposition that is independent of other professions and fields of 
expertise. The second aspect of autonomy covers a professional’s ability to choose a process 
by which they meet their desired outcomes. According to the literature, autonomy of action 
and authority is important in the application of the above knowledge and skills within their 
working environment (Ginns, Heirdsfield, Atweh and Watters, 2001; Okas et al, 2014). 
Similarly, Clinical Psychology is an autonomous field of practice, clinical psychologists work 
independently while bound to their particular code of conduct and separate from external 
non-professional controls. This leads on to the issue of ethical responsibility. Okas et al 
(2014) discuss ethical responsibility in terms of teachers' capacity to make ethical choices 
10 
 
while promoting the application of their knowledge base and in an autonomous manner 
(Ginns et al, 2001). Later research by Baillie (2015) and Phillips Bingham (2015) described 
alternative definitions for professions that appear to coincide and support these earlier 
classifications of what it means to become a professional. Baillie (2015) reports a long-
standing notion that those members of a particular profession are required to have a 
combination of knowledge and skills and independence from government interference and 
above all else a commitment to duty (the clients well-being) above their own personal gain. 
There is a clear correspondence to the knowledge, autonomy through the independence from 
government and responsibility, to their clients as discussed previously by Okas et al (2014). 
Phillips Bingham (2015) provides an alternative phrasing which supports Okas et al (2014) 
characteristics. These include; underlying principles and systematic theories (knowledge), 
authority to practice provided by the employer and the individual (autonomy) and the 
provision of a culture and service to others while being accountable to the public 
(responsibility) (Phillips Bingham, 2015). 
 
Ginns et al (2001) explores the assumption made in previous education literature that the 
development of particular actions, beliefs and behaviours occur as a result of becoming 
professional. These behaviours correspond with and expand upon Okas et al's (2014) 
classifications of professionalization.  The development involves the inclusion of an emphasis 
on practitioners within the professional field possessing a dominant commitment to their 
client’s wellbeing (Ginns et al, 2001).  
 
More than 100 years ago, the field of nursing experienced the birth of its professionalization. 
In this area they too define professionalization as a commitment to society that demonstrates 
scientific knowledge, accountability, and responsibility (McLeod-Sordjan, 2013). Lombarts, 
Plochg, Thompson and Arah (2014) expands on the above defining characteristics to 
encompass a set of behaviours which are believed to be an enactment of professional 
attitudes. These attitudes are deemed to have implications for individual clinician’s 
motivations and also their interactional relationship with their patients. The fundamental 
standards of professionalism include the commitment to their professional competence, 
honesty with their clients, and the improvement of care provided (Lombarts et al, 2014). 
There is a clear connect here with principles held by Clinical Psychology as we aim to 
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expand our competency with a view to providing the best care possible. McLeod-Sordjan 
(2013) states that professionalization within the nursing field is immersed in and dependant 
on ethical knowledge and teaching. Research has found that those nurses who have been 
educated in ethical and good practice have an increased likelihood of engaging in 
professional behaviour (McLeod-Sordjan, 2013). Such is the significance of ethics within 
professionalization and vice versa, like in many other fields, it is a core set of principles 
within the codes of conduct (Lombarts et al, 2014; McLeod-Sordjan, 2013). Similar to 
pedagogy, there appears to be an emphasis on autonomy within professionalization (McLeod-
Sordjan, 2013). Gocmen Baykara and Sahinoglu (2013) explains that professional autonomy 
is a vital aspect to an individual developing fully into a nursing professional (Edmond et al, 
2012). Lombarts et al (2014) presents the concept that professionalization/professionalism is 
a means to improve the health system. This is very important, not only to nursing, but 
possibly Clinical Psychology as the attitudes and beliefs towards professionalization are 
related, as discussed before, to the professional behaviours including their engagement in 
quality improvement activities (Lombarts et al, 2014).  
 
From the review of the current literature in the above named areas there appears to be a clear 
and definite approach and attitude towards professionalization. Also detailed above are 
emerging similarities with Clinical Psychology practice and teaching. There is, however, very 
little research in the area to support this. The next step in this investigation into the literature 
is to consult the policies and codes of ethics of the Psychological Societies and governing 
bodies. The British Psychological Society (BPS, 2009) explicitly state within their Code of 
Ethics and Conduct that they commit to their responsibility to "uphold the highest standards 
of professionalism, and to promote ethical behaviour, attitudes and judgements" (BPS, 2009, 
p. 2). They aim to do so through the maintenance of professional behaviour and attitudes 
through the use of clear ethical standards, principles and values. Similar to the research in the 
area of both teaching and nursing, the BPS (2009) aims to promote these values, standards, 
and their level of competence through education and continuing development. They do 
however differ, as Clinical Psychologists practice within the awareness of the limits of their 
skills, training, experience and knowledge (BPS, 2009). The Psychological Society of Ireland 
(PSI) has a comparable Code of Ethics (2010). They too strive to uphold high standards of 
professional competency. In order to do so Psychologists are required to maintain an ethical 
awareness, reflect and practice within the limits of their experience and education (PSI, 
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2010). They are also required to engage in continuing professional development in order to 
sustain and further advance the above critical standards (PSI, 2010). Interestingly, in a recent 
procedural manual published by the American Psychological Association (2014) detailing 
guidelines for supervision 6 domains were included, one of which was entitled 
professionalism. This stated that professionalism requires putting the needs and welfare of the 
individual accessing the service to the forefront. This professionalism covenant, as it is 
termed, is comprised of integrity, responsibility and adherence to the profession's values; 
deportment, professional behaviour; accountability; concern for the wellbeing of others; and 
professional identity (American Psychological Association, 2014). It is believed that a 
proportion of these components are relatable to Okas et al (2014) concept of 
professionalization including knowledge, responsibility and autonomy, specifically, 
responsibility within integrity and autonomy in relation to a professional identity. The APA 
(2014) go on to further describe how supervisors must model such professionalism through 
their interactions and the education of knowledge, skills, and attitudes associated. Once again 
this corresponds quite neatly with the third aspect of professionalization according to Okas et 
al (2014), knowledge. It is also stated that the inclusion of professionalism must be embedded 
into training programmes (American Psychological Association, 2014) and the importance of 
a training curriculum will be discussed later in the chapter.  
 
2.6 Continuing Professional Development (CPD) 
Continuing professional development (CPD), otherwise known as continuing education (CE) 
or lifelong learning (terms shall be used interchangeably), can be defined in numerous ways. 
Its most common definition details as an ongoing, freely chosen, active search for knowledge 
which is composed of two elements, behavioural and a capacity in terms of information 
seeking (Taylor and Neimeyer, 2015). Neimeyer, Taylor and Wear (2010) add another 
dimension when defining evidence-based CPD. They have characterised it as containing an 
evaluative perspective, for example committing oneself to questioning, reflecting upon 
(Brazier, 2015), evaluating, and assessing CPD practices and outcomes in an attempt to 
promote, demonstrate and ensure effective continuing education in psychology (Neimeyer, et 
al, 2010). Taylor and Neimeyer (2015) made an important point detailing a connection 
between an individual's commitment to CPD and increased incidence of personal satisfaction, 
professional self-efficacy, and continuing competence (Neimeyer et al, 2010).  
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It is clear from a review of the British psychological Society (BPS) and the Psychological 
Society of Ireland (PSI) Code of Ethics, CPD holds an ethical mandate. The British 
Psychological Society (BPS, 2009) explicitly state that they commit to their responsibility to 
"uphold the highest standards of professionalism, and to promote ethical behaviour, attitudes 
and judgements" (BPS, 2009, p. 2). They aim to do so through the maintenance of 
professional behaviour and attitudes through the use of clear ethical standards, principles and 
values. The BPS (2009) aims to promote these values, standards, and their level of 
competence through education and continuing development. Similarly according to the PSI's 
compatible Code of Ethics (2010) they too strive to uphold high standards of professional 
competency through the maintenance of ethical awareness, reflection and practice within the 
limits of their experience and education (PSI, 2010). They are also required to engage in 
continuing professional development as to sustain and further advance the above critical 
standards (PSI, 2010). These ethical implications can also be interpreted as required 
standards. They aspire to develop a level of standardisation within the profession in an 
attempt, as detailed previously to promote and engage in best practice. Despite such ethical 
directives and standards, empirical research indicates limited regulations regarding specific 
CPD events or topics required for such crucial professional development (Taylor and 
Neimeyer, 2015). According to research conducted by Taylor and Neimeyer (2015), the 
responsibility lies with the individual psychologist to ascertain their CPD needs and interests 
and, in turn, engage in training events that target such needs in order to encourage 
,professional competence. 
 
Currently within a significant proportion of literature the level of CPD effectiveness is 
generally assessed through psychologist satisfaction as opposed to client outcome (Ponton, 
2015). This can be deemed as a limitation to some as they may perceive the sole purpose of 
the profession of clinical psychology's to be the achievement of a positive impact on client 
outcome. Taylor and Neimeyer (2015) however stated that psychologists who are reported to 
have higher levels of investment in CPD are accounted as experiencing greater levels of 
professional competence. Such professional competence has important implications for 
clinical practice and could potentially enhance (Taylor and Neimeyer, 2015) and support 




How psychologists decide upon which CPD event to attend has been placed under a spotlight 
in recent years due to concerns regarding a degree of reluctance to updating knowledge in the 
absence of legal or ethical stipulations and standards (Neimeyer et al, 2010). Neimeyer et al 
(2010) described an assumption that individual psychologists would engage in assessing the 
current skills and gaps in said skills/needs and in turn source and pursue CPD 
programmes/events that would focus and develop such areas. The purpose of this process is 
to build on and further develop the psychologists current competencies that are suitable for 
the developmental level (grade) and also appropriate for the present work (service) 
environment (Neimeyer et al, 2010). Research indicates significant variations in CPD events 
chosen in relation to work environment/services, with the patterns of CPD engagement 
reflecting the unique needs of each environment. This finding, along with an emphasis on 
individual psychologists interest in the CPD topic recorded, are key variables in the deliberate 
selection of CPD events in order to update and build on the skill gaps or needs ascertained by 
the psychologist (Neimeyer et al, 2010). Secondary factors in CPD selection included 
convenience and cost primarily. Alternative secondary factors highlighted the prevention of 
burnout and the importance of professional networking (Neimeyer et al, 2010), which is of 
particular value to the current research. 
 
As ethical practice is imperative to the work of clinical psychologists, continued learning and 
updating of said practices is seen as central. CPD which focuses on ethics and ethical practice 
appear to one of, if not the most commonly attended continuing education events (Neimeyer 
et al, 2010). It is believed that ethical choices and practice is enhanced by engaging in said 
CPD events (Ponton, 2015). Ponton  (2015) states that currently in the United States of 
America, psychologists are expected to engage in 36+ hours of ethics focused CPD over their 
career. 
 
As a result of the significant positive implications of CPD for the professional and the clients, 
who receive the professional's service, Taylor and Neimeyer (2015) made an interesting 
finding. Their research indicated that the frequency and content the CPD engaged in by 
psychologists is dependent on the areas of interest as opposed to standard set by a governing 




Clinical supervision has been described as a critical evidence-based teaching method within 
the psychology field and more specifically, clinical psychology, in order to acquire and 
expand the skills necessary for the provision of clinically effective and ethical treatment 
services (Barnett, Erickson Cornish, Goodyear and Lichtenberg, 2007 b; Holt et al, 2015). It 
is believed to be an essential aspect to both psychologists in training and as qualified 
psychologists as it is engaged in, throughout the career stages (Barnett et al, 2007 b). 
According to Barnett et al (2007 b) supervision provides continued learning and professional 
development of core psychological competencies through; learning fundamental assessment 
and psychotherapy skills during clinical training, further skills and expertise development 
through experience, supportive exploration of clients who present challenges for the clinician, 
and by providing knowledge into innovative empirically-based techniques and interventions. 
Supervisors hold a central responsibility as gatekeepers to the profession (American 
Psychological Association, 2014; Barnett et al, 2007 b; Falender, 2014; Falender and 
Shafranske, 2014). On occasion, supervisees may experience professional competence 
difficulties as a result of a range of possible contributors, for example emotional, health, 
substance misuse difficulties. It is the responsibility of supervisors to address such difficulties 
and make recommendations regarding appropriate actions (Barnett et al, 2007 b), in order to 
protect the individual clinician, their clients and profession as a whole (Barnett et al, 2007 b;  
Falender, 2014; Falender and Shafranske, 2014). Another key perspective on supervision is 
that it is in fact an intervention provided by a senior, more experienced member of the 
profession to a junior, newer qualified member. Its composition is similar yet dissimilar from 
teaching and psychotherapy (Barnett et al, 2007 b).  
  
The provision of ethical and competent supervision as stated previously, plays an essential 
role in the development of psychologists and in turn has a significant impact on clients and 
the service they receive, it is now deemed to be a core competency (American Psychological 
Association, 2014; Barnett et al, 2007 b; Falender et al, 2004; Falender and Shafranske, 2014) 
and signature pedagogy of the profession (Barnett et al, 2007 b). Therefore, the clinical 
supervision offered by psychologists to psychologists needs to be empirically based and 
supported. A competency model of supervision has begun to be applied, which synchronises 
with and supports the competency movement within the broader field of psychology and 
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more specifically clinical psychology (Barnett et al, 2007 b; Falender, 2014; Falender and 
Shafranske, 2014; Olds and Hawkins, 2014). This competency-based supervision model aims 
to ensure the supervision provided to professionals is efficient and reaches a set of standards. 
To facilitate such an aspiration the supervisory relationship must encourage autonomy and 
development with the purpose of enhancing the outcomes for the supervisee and their clients 
(Falender and Shafranske, 2014). Such supervisory competencies are believed to fall into two 
categories, the supervisory relationship and technical knowledge and skills (Barnett et al, 
2007 b).  
 
Despite the role of supervision and the endless empirical research results detailing its 
significant positive impact on the supervisee when conducted ethically and effectively. One 
must return to the client, and reflect on how this core competency within the profession 
impacts on the individual and their care (Falender, 2014; Holt et al, 2015). No direct links 
have been found between supervision and client outcome. However, it has been hypothesised 
that supervision may in fact reinforce the therapeutic relationships with clients, and it has 
been demonstrated that stronger therapeutic relationships have positive effects on client 
outcomes (Barnett et al, 2007 b). Possible comparative studies investigating the impact of 
supervision on client outcomes throw up a number of ethical difficulties, as withholding 
supervision from the psychologist goes against professional ethical guidelines. According to 
Ellis, Creaner, Hutman and Timulak (2015), ethically speaking, the recommended rate of 
supervision to clinical work is 1:5 hours. Within Ireland, the Psychological Society of Ireland 
(2014) has proposed a supervision policy which details the necessity for career-long 
supervision and makes suggestions around specific supervision training (Ellis et al, 2015). It 
is reported that in America it was only in recent years that supervision training has become 
standardised for psychologists (Ellis et al, 2015). Barnett et al (2007 b) makes a critically 
valid point when he and his colleagues stated that in the absence of said necessary 
supervision training, those who are practising the provision of supervision are likely in 
violation of many codes of ethics, namely the ethical standard of practising within one's own 
competence. Such limits to training available and assessment of impact on client outcomes 
impedes the recognition by others of the value of the termed 'core competency' of supervision 
(Falender, 2014). The PSI Code of Professional Guidelines (2010) detail under their third 
principle, 'Responsibility; Resolving Dilemmas'  refers to consulting with colleagues and/or 
appropriate groups when dealing with challenging situations. Barnett et al (2007 b) in 
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conjunction with other psychological Society's, for example the British Psychological Society 
(2009), specify that their code of ethics should be applied to the work of psychologists and 
supervisors alike. Another ethical component of supervision is the engagement in role 
modelling from the supervisor to the supervisee. Supervisors are required to role model 
ethical behaviour within the profession (Barnett et al, 2007 b). Recently, with the progression 
of the profession and competence based supervision of same, an emphasis on role modelling 
diversity has been highlighted (American Psychological Association, 2014; Barnett et al, 
2007 b; Falender and Shafranske, 2014; Olds and Hawkins, 2014). 
 
2.8 Self-Care  
As is the nature of clinical psychology work, clinical psychologists are regularly confronted 
with stressors and challenges that place them at a particular risk of experiencing vicarious 
trauma, burnout and distress (Bearse, McMinn, Seegobin and Free, 2013; Figley, 2002; 
Goncher, Sherman, Haskins and Barnett, 2013; O'Connor, 2001; Pakenham, 2015). Preceding 
such possible risks, research indicates that clinical psychologists have (Prochaska and 
Norcross, 1983) and do experience distress around their own personal mental health (Bearse 
et al, 2013). Such mental health difficulties include anxiety (Barnett, Baker, Elman and 
Schoener, 2007 a; Prochaska and Norcross, 1983; Radeke and Mahoney, 2000), somatic 
complaints (Prochaska and Norcross, 1983), depression (Gilroy, Carroll, and Murra, 2002; 
O'Connor, 2001), low self-esteem (Pakenham and Stafford-Brown, 2012), and substance 
misuse (Gilroy et al, 2002). Pope and Tabachnick (1994) findings also indicated that the 
clinical psychologists surveyed within their research report experiencing suicidal ideation 
(29%) and a further 4% who have made suicide attempts. Along with psychological distress 
and mental health difficulties, clinical psychologists are reported to experience high levels of 
emotional exhaustion which is a key component of burnout (Rupert and Morgan, 2005). In 
conjunction with their potential for emotional exhaustion, fatigue and disillusionment, 
psychologists are reported to doubt their effectiveness as therapists (Mahoney, 1997). Said 
doubt plus the fore mentioned significant effects of stress on psychologists hold potential 
consequences namely a damaging impact on their professional practice. It is important to note 
that psychological distress and mental health difficulties are reported to precede professional 
impairment. It should be treated as a caution and a prompt for intervention to reduce the 
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likelihood and/or ensure professional practice is not impaired (Pakenham and Stafford-
Brown, 2012). 
 
In order to reduce the effects of and minimise the possibility or regularity of such challenges 
arising, clinical psychologists need to actively engage in ongoing self-care (Goncher et al, 
2013). According to Goncher et al (2013), self-care is an attempt to create a balance between 
an individual's professional and personal life in order to encourage the development and 
maintenance of an overall level of well-being. Another perception of self-care is the self 
initiated activities/practices that promote the advancement of well-being and health 
(Pakenham and Stafford-Brown, 2012). It can be split into two dimensions, the first can be 
sought within the work environment which has been discussed in previous sections of this 
chapter, for example participation in professional support networks, supervision, peer support 
(Bamonti et al, 2014; Barnett et al, 2007 a). The second can be viewed as a more personal 
approach. The personal approach emphasises increasing the Psychologists social support 
system in sheer volume and also in the variety of individuals and relationships to distance 
themselves from the guise of the therapist and feel more like a person (Figley, 2002). 
Psychologists are also known to take an active approach to their self care through personal 
approaches such as the use of cognitive and behavioural methods, participation in support 
groups, speaking with partners and exercising (Barnett et al, 2007 a; Hannigan, Edwards and 
Burnard, 2004). It is vital for Psychologists to attempt to strike a balance between these three 
dimensions of self care in order to attain a healthy work and personal lifestyle (Barnett et al, 
2007 a). Self-care aims to take a proactive approach to promote wellbeing and professional 
success, prevent burnout and vicarious traumatisation and manage stress levels (Bamonti et 
al, 2014). The endorsement of a preventative approach to self-care is reported as preferred 
method in reducing the above challenges and levels of impairment as a means to protecting 
the individual clinical psychologist, their clients and the clinical psychology profession as a 
whole (Pakenham and Stafford-Brown, 2012). 
 
A prominent exemplar of self-care and personal development is the use of personal therapy 
by clinical psychologists (Daw and Joseph, 2007). Self report research has indicated that 
participants perceive their engagement in personal therapy to improve their self esteem, 
severity of their symptoms, emotional expression and working function (Daw and Joseph, 
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2007; Nocross, 2005). Pakenham and Stafford-Brown (2012) stated that participating in 
personal therapy aids the promotion of emotional and mental functioning by alleviating the 
inherent challenges and stresses of the psychology profession. There are however, within the 
research significant conflicts regarding the impact of a clinician's personal therapy on 
improved client outcome. Client outcome has been deemed to be the variable by which 
research into personal therapy and clinicians are assessed (Daw and Joseph, 2007). That, in 
itself, can be seen as a limitation as it excludes alternative roles and impacts personal therapy 
may have for the professional and consecutively the client. Daw and Joseph (2007) highlight 
further limitations of some studies, for example. Many were not randomised controlled trials, 
the use of small sample sizes and the use of crude assessments of the chosen variable client 
outcomes. Although it is important to note that alternative forms of research can be 
particularly valuable, namely qualitative studies, despite the lack of randomised or controlled 
format. 
 
According to research conducted by Norcross (2005), approximately three quarters of mental 
health practitioners surveyed have engaged in personal therapy (Daw and Joseph, 2007). 
Whereas clinical psychologists were reported to have varying degrees of engagement 
dependent on the mode or perspective to which they identify most in their practice (Norcross, 
2005). Bearse et al (2013) stated that results found indicated 86% of Psychologists engaged 
in personal therapy (Zerubavel and O’Dougherty Wright, 2012). Pakenham and Stafford-
Brown's (2012) study reported that 22% of their participant group, psychologists, describe 
personal therapy as the most significant contributor to functioning well both personally and 
professionally (Daw and Joseph, 2007). According to the research, it is believed that personal 
therapy contributes to and informs clinical practice in a two-pronged approach, specifically 
personal self-care and experiential learning (Daw and Joseph, 2007). As noted previously, 
personal therapy aids the clinician personally and professionally by assisting the containment 
and processing of work-related challenges. Through this process personal exploration and 
growth adds insight into possible personal triggers (Daw and Joseph, 2007). The second arm, 
experiential learning, is reported to support the clinician in learning from the experience of 
being a client and the therapy process (Bearse et al, 2013; Daw and Joseph, 2007). 
Participants in Daw and Joseph (2007) research stated that the experiential learning allowed 
for a deeper understanding of techniques, theories and models as compared to simply reading 
or being taught about them. 
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Despite the significant level and range of benefits experienced by therapists, clinicians, 
psychologists from participating in personal therapy, there are huge variations in the required 
number of hours necessary for those training in the psychological field. For example, the 
British Psychological Society requires chartered counselling psychologists to have engaged in 
40 hours of personal therapy. Chartered clinical psychologists on the other hand, do not have 
a mandatory set of personal therapy hours (Daw and Joseph, 2007). This striking comparison 
is mirrored in the Irish system where in some universities, clinical psychology training 
programs set the requirement of 20 hours personal therapy, while others suggest the need but 
do not set mandatory structures regarding same. Undoubtedly, there is a perceived 
importance of personal therapy within professional bodies and clinicians although whether 
it's stipulated in training programs varies considerably. Some believe this is due to the debate 
on its role in clinical practice (Daw and Joseph, 2007) although that is hard to support in light 
of the significant benefits reported in the research discussed above. 
 
In order to support the preventative protection of the profession and its clients, self-care has 
been included and promoted as an imperative ethical standard (Goncher et al, 2013; 
Pakenham, 2015; Pakenham and Stafford-Brown, 2012). The Psychological Society of 
Ireland (2010) states within their Code of Professional Ethics, 4.1 'Recognition of 
Professional Limitations' that Psychologists must: 
 
"Engage in self-care activities which help to avoid conditions which could result in impaired judgement and 
interfere with their ability to benefit and not harm others"       
                  (The Psychological Society of Ireland 2010, p.13) 
 
The PSI do not stand alone on this ethical emphasis of self-care. The American Psychological 
Association (American Psychological Association, 2010), The British Psychological Society 
(The British Psychological Society, 2009) Australian Psychological Society (Australian 
Psychological Society, 2013) share a similar viewpoint, to name but a few. The ethical and 
competence-based value of self-care is so significant it has been established as a core 
foundational and functional competency for entry into the practice of professional 
psychology (Goncher et al, 2013). There are not, however, directions or guidelines in relation 
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to the frequency by which self-care should be engaged in. This lack of standardisation can 
also be noticed, but understood, with regards to limits on suggestions of self-care activities as 
this is a very personal process to ensure an individual's physical and mental health is 
maintained and developed. 
 
2.9 Training 
How Irish clinical psychologists are trained has changed and developed significantly over the 
60 years since the disciplines, as a scientist practitioner model, first courses became available 
in Ireland (McLoone, 2014). In 1950 the first degree in psychology in Ireland was offered by 
Queens University Belfast and within the following five years there qualification became 
recognised as the first honours degree in psychology. Subsequently, in 1960, the first 
psychologists obtained distinguishable qualifications with a postgraduate diploma in 
psychology (Carr, 2015; McLoone, 2014). Accredited professional training programs were 
first introduced to Ireland in the late 1970s which provided diplomas in clinical psychology. 
It was in 1978 when the BPS established a clinical psychology diploma in their north-eastern 
region of the country in conjunction with Trinity College Dublin. In 1991, following the 
cessation of the BPS diploma, the PSI established their own diploma in clinical psychology 
with the support of the University of Ulster (Carr, 2000; Carr, 2015).  
 
The next step in clinical psychology training was the provision of BPS and PSI accredited 
Masters qualifications. Two masters courses were provided by University College Dublin, in 
1977, and Trinity College Dublin, in 1992. Soon after in 1997, such masters courses were 
converted to three year doctorate training programs. Consequently, in 2003 and 2004 a 
further doctorate clinical psychology training program was established in the National 
University of Ireland Galway and a PhD programme in the University of Limerick (Carr, 
2015). Originally the early clinical psychology training diplomas involved clinical 
placements, generally provided by the public health service and charitable organisations, and 
academic components through the universities. As the training programs evolved and 
changed, so too did the content, with the inclusion of a research thesis and the expansion of 
core placements and possible populations (Carr, 2015). These training programs are reviewed 
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and regulated on a continuous basis to ensure that standards are maintained and consistent 
across universities. 
 
Along with the evolution of clinical training programs, so too has the content of such 
programs developed. Over time, emphasis and focus has shifted within these programs to 
facilitate the changing competencies and roles of clinical psychologists. For the purpose of 
this study, significant domains discussed previously will be reflected on in the context of 
clinical psychology training programs. CPD has also been termed lifelong learning. Such a 
title clearly depicts the continuous learning of clinical psychologists across a lifetime. For 
clinical psychologists, said lifetime can be thought to begin at birth but, in relation to 
empirical psychological knowledge it may commence in third level education. It is vital that 
those within training contexts, for example supervisors, academic staff, act in such a manner 
as to inspire a love and commitment to continued professional development. It is also key to 
provide an awareness and skill set in assessing one's own competences, and in turn, the gaps 
in order to select needs-based CPD events (Taylor and Neimeyer, 2015). As detailed 
previously, lifelong learning impacts significantly on professionals' sense of competence and 
personal satisfaction which are central components to psychologists identity (Taylor and 
Neimeyer, 2015). Taylor and Neimeyer (2015) cited an interesting point from Neimeyer et al. 
(2014) which states that the durability of knowledge within specialist areas of professional 
clinical psychology are expected to considerably reduce, to as little as three or four years, 
within the next decade. This significant result prompts and supports the need for an emphasis 
on CPD from the very beginning of clinical psychology learning/training. 
 
Barnett et al (2007 b) has described clinical supervision as an essential feature of clinical 
psychologists training as they participate in it throughout their careers. Despite the role 
clinical supervision plays, Barnett et al (2007 b) wonders what training is provided to 
practising clinical psychologists that allows them to be deemed competent supervisors. As 
was discussed earlier in this chapter, the provision of supervision is an ethical mandate (BPS, 
2009; PSI, 2010) as a result, it is required as a core competency within training programs 
(Falender et al, 2004). Barnett et al (2007 b) later called for the universal provision of training 
in supervision due to the eventuality that most clinical psychologists will, at some point, be 
required to provide supervision to others. This was supported in more recent research by Ellis 
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et al (2014), Falender and Shafrans (2014) and the Psychological Society of Ireland (2014) 
which recommended that those clinical psychologists practising as supervisors undertake 
specialist supervisor training.   
 
Bamonti et al (2014) explicitly expressed the need for the establishment and creation of a 
culture of self-care in postgraduate studies and training programs. The purpose of this would 
be to aid psychologists in clinical training to ascertain and develop positive and healthy self-
care behaviours early in their career path (Bamonti et al, 2014; Goncher et al, 2013; 
Pakenham, 2015). These self-care behaviours promote wellness, success and decrease the risk 
of burnout and clinical impairment in the future (Bamonti et al, 2014; Pakenham, 2015), as 
discussed previously in this chapter. A means to implementing such an ethos of self-care is 
the inclusion of self-care content as part of clinical psychology training (Bamonti et al, 2014; 
Goncher et al, 2013; Pakenham and Stafford-Brown, 2012). There is, however, currently 
insufficient provision of self-care content and strategies within training programs. It appears 
that for the most part, self-care has been presented to trainees as a personal responsibility as 
opposed to being taught directly (Pakenham, 2015; Pakenham and Stafford-Brown, 2012). 
For example, Personal therapy, which can be seen as a form of self care, has significantly 
varying endorsement within the training programs (Daw and Joseph, 2007). Despite an 
abundance of research acknowledging and encouraging the promotion of self-care within 
both qualified clinical psychologists and those in training, Bamonti et al (2014) reports 
conflicting and inconsistent policies within universities regarding self-care. A significant 
portion of training programs have procedures stated within their handbooks however such 
procedures are not generally implemented until impairment within the individual is evident 
(Bamonti et al, 2014). It is imperative that psychological training prepares those trainees for 
lifelong ethical practice which, includes self-care (Bamonti et al, 2014). It can be noted from 
the above literature that despite the development of standardised training programs over time 
within universities, the intricacies of specific content matter remains quite varied. This 







Swain (2014) stated that professions are defined by a range of characteristics, namely; that 
they aspire to deliver impartial service, the service is founded on specialist expertise, the 
members are affiliated to a professional body, and that they are accountable to said 
professional body. In relation to psychology and this particular section of this study, a focus 
of attention will be attributed to the affiliation to a professional body. Previously, a discussion 
on specialist expertise or knowledge was highlighted as a core characteristic of 
professionalization. Its importance in relation to clinical psychology professionalization, was 
reiterated with the emphasis of CPD. The professional body for psychologists in Ireland is the 
Psychological Society of Ireland (PSI). The PSI was founded in 1970 (Carr, 2015; Ellis et al, 
2015; McLoone, 2014; Swain, 2014), with the division of clinical psychology being 
established a few years later in 1979 (Carr, 2015). 
 
The purpose of such professional bodies is the provision of codes of ethics and standards for 
the purpose of regulation of the individuals within the profession and their professional 
conduct (Swain, 2014). The PSI's first code of ethics draft was established in 1975 and was 
formally accepted and implemented in 1979 (Swain, 2014). The template for the Irish code of 
ethics was developed from and paralleled the BPS UK code. The codes of ethics 
characteristically include statements of aspirational principles along with enforceable 
standards of conduct (Swain, 2014) in order to guide and protect both the psychologist and 
their clients.  
 
Unfortunately, the PSI remains voluntary, with no mandatory affiliation required. This along 
with the broad, all-encompassing nature of the PSI resulted in a lack of title protection and, in 
turn, ambiguity for the public as to who qualifies as a practising psychologist. This ambiguity 
and the legal implications of enforcing the ethical code and standards has called for statutory 





 "An act to provide for the establishment and functions of an chomhairle um ghairmithe slainte agus 
 curaim shoisialaigh or in the english language the health and social care professionals council and of 
 registration boards for certain designated health and social care professions; to provide for the 
 registration of persons qualifying to use the title of a  designated profession and for the determination 
 of complaints relating to their fitness to practise; and to provide for related matters."  
      (Health and Social Care Professionals Act 2005, pp. 7) 
 
It prompted the establishment in Ireland of such statutory registration bodies, namely The 
Health and Social Care Professionals Council (CORU), to supervise the application of 
standards of expertise, in the training of the profession and the continued professional 
development. This statutory registration body aims to regulate all allied health professionals 
within Ireland (Swain, 2014). Currently within clinical psychology in Ireland it is unclear as 
to how CORU  plans to implement said registration, apply regulations upon and mediate the 
discipline. At present however national policies regarding same have not yet been established 
for clinical psychology. To date CORU have begun the progressional process of regulation by 
commencing with allied health professionals such as Social Workers. The amended Health 
and Social Care Professionals Act (2012) has detailed further specific requirements when 
registering with the statutory registration body CORU. Namely that the clinician has the 
required training necessary to practice within the profession, practices within the profession 
or acts as management for the services of said profession. These requirements appear 
practical and appropriate for clinical psychology however one wonders who within this health 
and social care body will ascertain what constitutes appropriate training or practice for 
clinical psychology. It should also be noted that according to CORU and the Health and 
Social Care Professionals Act's (2005, 2012) the term psychologist is utilised without any 
differentiation between each subcategory of psychology. Those who do not abide by such 
standards and ethical codes provided by the regulatory body can be disciplined (Swain, 
2014). The PSI had sought a separate statutory agency particularly for psychology, however, 
CORU was established to cover all allied health professions. There are implications and 
concerns reported from the PSI which include funding issues, membership decline and 
continuity from PSI to CORU ethical codes. In relation to funding there are concerns that the 
budget provided to CORU will be insufficient in funding the legal proceedings necessary in 
investigating complaints regarding professionals. Fears exist that due to cost of subscription 
psychologists may end their PSI membership once the mandatory CORU registration is 
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installed. In support of the PSI, however, they offer vital opportunities for psychologists to 
network which will not be available solely under CORU (Swain, 2014). There are hopes that 
the PSI code of ethics will be mirrored in the new CORU code for psychologists to ensure 
continuity across societies (Swain, 2014). 
 
2.11 Research Aim and Question   
As illustrated, there is a substantial literature base surrounding professionalization and 
professionalism in the fields of nursing and teaching. There is however a dearth of literature 
into professionalization and its meaning in the specific field of clinical psychology. Due to 
this significant gap, an investigation into Okas et al (2014) assertion that becoming a 
professional includes key concepts of knowledge, autonomy, and responsibility, was carried 
out. There are particular characteristics within clinical psychology which appear to have an 
association with the concepts within the empirical base in nursing and teaching. These 
include CPD and training which may fall under knowledge, supervision and self-care 
alongside responsibility. Finally, registration and supervision within clinical psychology may 
be connected to autonomy.  
 
Another gap in the literature appears to be that the current participant weighting is on 
psychologists in clinical training rather than qualified clinical psychologists. There are 
significant differences in the needs of trainees and practicing clinical psychologists. The 
concepts within the field remain similar, however, the context and content vary considerably. 
 
The present study proposes to explore the perception of clinical psychologists of 
professionalization and what it means to them practicing in Ireland. As demonstrated, there is 
a distinct scarcity of empirical research in this area. The current study will aid in the 
illumination of professionalization in clinical psychology and potentially provide some 
distinct research findings that will act as a foundation for further exploration. For that reason 
the current broad research question was developed in order to provide an exploratory 




CHAPTER 3: METHODOLOGY 
 
3.1 Chapter Introduction 
This Chapter presents the methodology of the current study and details the rationale for the 
methodological framework employed. This then followed by sections on research design, 
participants, procedures, development of the interview schedule, sampling, ethical 
consideration, data handling and analysis, and issues related to trustworthiness and validity. 
 
3.2 Methodology Rationale  
Barker and Pistrang (2005) acknowledged and embraced methodological pluralism as they 
highlight the need for and role of the diverse range of methodologies within psychology. 
There have been ongoing debates regarding the applicability and superiority of both 
qualitative and quantitative research methods, however pluralism incorporates all. Barker and 
Pistrang (2005) stated the importance of not attempting to prioritise one over the other, rather, 
allowing the most appropriate methodology to emerge from and fit the specific research 
question under investigation. 
 
Within the field of clinical psychology quantitative and qualitative research methods are 
applied readily. In line with the other fields of psychology and throughout the literature there 
has been a significant emphasis on quantitative methods. This approach relies on existing 
empirical knowledge. It holds great benefit and significant strengths in the reduction of 
research bias', increased reliability, greater sample size and in turn generalisability (Yardly, 
2008). Generally quantitative researchers aim to minimise such biases or errors to the data by 
removing human error. The purpose of this is to obtain as accurate and unbiased information 
as possible and observation of "reality". In order to do so standardised questionnaires and 
statistical analysis are applied to ensure that researchers’ interpretations are minimised. This 
fits well into the content and structure of clinical psychology as the use of standardised 
assessments, evidence-based interventions are core competencies, all of which require 
quantitative research regarding the development, standardisation and evaluation of same. 
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However, there is a school of thought that believes a researcher inevitably impacts and 
influences the data in many ways, Qualitative methods. Qualitative researchers believe that in 
the development of a research question, the selection of measures and forms of analysis and 
the interpretation of such findings all hold the input, influence, and interpretation of the 
research (Yardly, 2008) and in turn knowledge. Due to the current research question a 
qualitative approach was applied as by nature it embraces and explores the interpretation of 
both the participants and the researcher. It focuses on the human experience, how it is 
constructed and interpreted (Ashworth, 2008). This approach allows space for the current 
research aims by being open and curious around the experiences of clinical psychologists and 
professionalization. Qualitative research methods are particularly applicable to clinical 
psychology and practice as it investigates the complexities of human experience (Braun and 
Clarke, 2013). It does so through the use of semi-structured interviews and focus groups 
which hold similarities to psychological practices namely clinical assessments and 
psychotherapeutic interventions (Coppinger, 2012). At this point the subjective experiences 
of clients are the sole focus. 
 
Another aspect of the qualitative framework which is vital to the research process is also a 
key component of clinical psychological practice, namely self reflection. As therapists, 
clinical psychologists must pay close attention to the processes that occur within the therapy 
room, for example transference and countertransference. Such attention and reflection must 
also be paid to possible bias from the researcher themselves and also to the relationship 
between the researcher and participants (Coppinger, 2012). Once again such close similarities 
lend themselves to the application of such research approach to the clinical practice 
psychologists. 
 
There are a diverse range of qualitative frameworks which include grounded theory, 
discourse analysis and interpretive phenomenological analysis, to name but a few. Grounded 
theory is generally applied in the development of theories which emerges from and is 
grounded in the data (Charmaz, 2003; Charmaz and Henwood, 2008). This form of analysis 
was not applicable to the current research question as with grounded theory no prior 
hypothesis is established (Silverman, 2013). The current research study has a clear direction 
in mind when exploring professionalization within Clinical Psychology informed by research 
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from alternative disciplines and in turn an inductive approach to Constructionism (Silverman, 
2013) was not a relevant form of analysis. Discourse analysis, according to Willig (2008), is 
"concerned with the role of language in the construction of social reality" (pg. 160), which 
also holds no relevance to the current study. As the current study focuses on the content and 
interpretation of the human experience as opposed to how it is constructed through language 
(Silverman, 2013), Discourse analysis was deemed inappropriate. Interpretive 
phenomenological analysis aims to explore how people make sense of their own experiences 
(Smith, Flowers and Larkin, 2009) within their personal and social world (Smith and Osborn, 
2008). This form of qualitative analysis directly addresses the current research question 
which is curious around how practising clinical psychologist interpret and experience 
professionalization within their field. This particular research framework allows for the 
authentic emergence of data while accepting the 'constructivist perspective' which details the 
inevitable impact and shaping of our experiences by pre-existing concepts, beliefs, and 
assumptions (Yardley and Bishop, 2008). 
 
3.3 Interpretive Phenomenological Analysis (IPA) 
Interpretive Phenomenological Analysis (IPA) is a newly developed form of qualitative data 
analysis which is growing rapidly (Smith et al, 2009). During the Mid 1990s IPA emerged as 
a conceptualised form of qualitative data analysis namely within the fields of psychology 
(Eatough and Smith, 2008; Smith et al, 2009). Despite its focus and commitment to the 
examination of how people make sense of their life experiences (Eatough and Smith, 2008; 
Smith et al, 2009; Smith and Osborn, 2008), it has expanded to alternative disciplines which 
are also interested in psychological questions (Smith et al, 2009).  
 
In order to understand how people make sense of the personal and social worlds, IPA draws 
from three key philosophies, phenomenology, hermeneutics and idiography (Eatough and 
Smith, 2008; Smith et al, 2009; Walsh, 2015). The first element of IPA, phenomenology is 
concerned with the subjective exploration of our experience (Eatough and Smith, 2008), and 
personal perception applied to such an experience (Smith et al, 2009; Smith and Osborn, 
2008). The hermeneutics component refers to the theory of interpretation. Through this 
component, IPA embarks on targeting the concept that humans attempt to make sense of and 
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interpret their experiences (Eatough and Smith, 2008; Smith et al, 2009). A 'double 
hermeneutic' approach is involved within IPA. Firstly, the participant attempts to interpret 
their experience, which is then followed by the researcher attempting to interpret what and 
how the participant makes sense of their experience/world (Smith and Osborn, 2008; Walsh, 
2015). IPA acknowledges that the researcher does not have access to the participants 'inner 
world', they are engaging in attempts to access and explore their perspectives (Walsh, 2015). 
The final key aspect of idiography is concerned with the 'particular'. Rather than creating 
universal assumptions or laws about human behaviour idiography, IPA are interested in 
exploring and understanding 'particular' experiences from individual people (Smith et al, 
2009; Walsh, 2015). 
 
3.4 Participants 
For the purpose of this study the participants included practicing Clinical Psychologists all 
working within the Health Service Executive (HSE). Following the granting of ethical 
approval from the Faculty of Education and Health Sciences Research Ethics Committee at 
the University of Limerick, an email requesting participants was brought to the Heads of 
Psychology Services Ireland (HPSI) meeting by a third party (Appendix A). There the 
participant request email was provided along with a research information sheet (Appendix B) 
to the Psychology Managers in attendance in order for them to be dispersed to the 
Psychologists within their service areas, nationwide. The third party distributed the request 
for participants to all Clinical Psychologists within their HSE management area. The 
response rate was brisk initially, it did however taper off. 
 
3.4.1 Demographics 
Table 3.1 provides information on the participants, including their gender, area or team on 
which they practice, within the Health Service Executive. The participant group included 
mainly female Clinical Psychologists, with a small proportion of males. This is particularly 
representative of the general gender mix within the field of Clinical Psychology in Ireland. 
They included all grades from Staff grade to Principal Clinical Psychologist, with a staff 
grade loading, and a range of areas of practice in Munster and Leinster. This participant 
group is wide and diverse, with a broad age range of ages, years of experience and areas of 
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expertise. It is a good depiction of the diverse range of Clinical Psychologists working within 
the Irish Health Service Executive. 
 
Table 3.1; Participant descriptive information 
Participants Gender Area of Practice  Grade  
Abby Female Community Adult Mental 
Health 
 Staff grade  
Ben Male Community Rehabilitation 
Services 
 Staff grade  
Carl Male Mental Health Services for 
Older People 
 Senior  
Debbie Female Community Adult Mental 
Health 
 Staff grade  
Ellen Female Intellectual Disability Services 
for Adults 
 Principal  
Fiona Female Mental Health Intellectual 
Disability  
 Staff grade  
Gillian Female Disability Services for Children  Staff grade  
Hope Female Community Adult Mental 
Health 
 Staff grade  
Ingrid Female Community Adult Mental 
Health 
 Staff grade  
Jennifer Female Child and Family Service  Staff grade  
 
3.4.2 Inclusion Criteria 
The participants for this current research study were required to meet two inclusion criteria. 
The first inclusion criterion was that participants saw themselves as clinicians working within 
a 'professional' field, specifically clinical psychology. The aim of this was to ensure the use of 
purely clinical psychologists as there is currently a range of individuals practising under the 
title psychologist. These individuals have not received the same training or hold the same 
ethical standards or core competencies. The second inclusion criterion was presented as, the 
participants perceive that they engage in some form of continuing professional development. 
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The rationale for this is rooted in the literature reviewed which states that CPD is a key 
component of professionalization. 
 
3.5 Interview Schedule 
As the current research study employed a qualitative research approach, a semi-structured 
interview schedule was developed by the researcher prior to the initiation of data collection 
(Appendix C). The interview schedule questions were informed by the current research 
question and developed in accordance with IPA recommendations from Smith et al (2009). 
The schedule of questions were reviewed and corroborated by the academic supervisor.  
 
As there is a limited research base around professionalization within clinical psychology,  the  
integration of literature from other fields such as nursing and teaching were employed. For 
this reason, two working definitions were provided at the beginning of each interview. The 
aim of this was to ensure clarity of the novel topic being discussed. The remainder of 
questions on the schedule aimed to allow clinicians to reflect over the term 
professionalization, the role it plays in clinical psychology and its implications upon their 
work. In turn allowing the researcher to gain insight into their experiences and perceptions. 
Once again, due to the novel content of the interview and the fact that research prompts were 
included to highlight key aspects found within the broader literature around 
professionalization.  
 
3.6  Procedure 
Potential participants were made aware of their current research study in the form of an email 
(Appendix A) and information sheet (Appendix B). Such information was initially provided 
to a third party Principal Psychology Manager who distributed it to the National Heads of 
Psychology within Ireland. They were asked to publicise the research study to the clinical 
psychologists within their teams and departments. 10 Clinical Psychologists participated in 




An initial pilot interview was conducted at the beginning of the data collection process. An 
amendment to the second question on the interview schedule was made in order to prompt 
development/change from past to present and also possible future developments in 
professionalization and psychology. All interviews were conducted in the offices of or within 
the building at which the participants worked. These included a range of locations, namely 
community mental health day hospitals, intellectual disability campus, child and family 
service and community rehabilitation centre. 
 
The semi-structured interviews followed a particular sequence which began with the 
researcher seeking to develop a rapport with each participant. This was done by answering 
any questions about the study the participants may have had. The researcher then outlined the 
anonymous nature of the study and the function of the associated consent form (Appendix D). 
Each participant was encouraged to read the accompanying consent form thoroughly before 
signing. Finally, the researcher provided a brief outline around the current study and two 
working definitions to add context to the subsequent interview schedule. Following the 
completion of the necessary interview schedule, participants were provided with the space to 
ask any questions or to reflect on anything they were left with after the interview process. 
 
Participant interviews were recorded using an Olympus Digital Voice Recorder WS-300M. 
Directly after the conclusion of each interview the audio recordings were transferred to the 
researchers HP laptop. A duplicate copy of each recording was saved in a separate file. The 
original audio recordings was then deleted from the digital voice recorder. With the use of 
Dragon Naturally Speaking computer software the research interviews were transcribed 
verbatim by the researcher. 
 
Field notes (Appendix E) and reflective journals (Appendix H) were kept by the researcher 
throughout the research process and immediately following each interview. They were of 
huge benefit when documenting additional information, relevant notes from each interview 
and the thoughts, perceptions and feelings of the researcher with regards to the interviews. 
These notes and reflections aided in the analysis of the transcribed interviews. 
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3.7 Ethical Considerations 
Ethical approval was sought and received from the Faculty of Education and Health Sciences 
Research Ethics Committee within the University of Limerick for this current research study. 
The ethical application process along with guidance from the 'Code of Professional Ethics' 
from the Psychology Society of Ireland's (2010), facilitated reflection and consideration of 
relevant ethical issues with regards to the study. Reference was also made to the British 
Psychological Society's (2009) 'Code of Ethics and Conduct' to ensure any possible ethical 
issues were highlighted and addressed. 
 
As the lead researcher in this current study was a psychologist in clinical training and the 
participant pool were qualified clinical psychologists and awareness of a power dynamic was 
held in mind. It was established prior to the initiation of the research study and through the 
ethical application process that the psychologist in clinical training will not be placed with 
any of the participants as a prospective clinical training supervisee. Another process-focused 
ethical consideration related to the focus on content the current piece of research, namely 
professionalization and CPD. Given that this may be an affective topic for some practitioners 
the option of a debrief session with the principal investigator will be offered. 
 
Through the provision of the research information sheet and answering of participants 
questions related to same, the informed consent procedure was initiated. The next phase was 
the presentation of the accompanying consent form (Appendix D) to those participants who 
had agreed to take part in the study to be signed. It was emphasised to each participant that 
they had the option to withdraw from the research at any stage. 
 
For the purposes of confidentiality pseudonyms were applied to each transcript. All other 
identifiers, such as service location, colleague names, were also anonymized as another level 
of confidentiality and safeguarding. Audio recordings of each interview were saved and 
stored on a password secured laptop, accessible only by the researcher. Transcripts were also 
saved on the same secure computer. Complete audio recordings or transcripts were not shared 
with other investigators, however excerpts were discussed in the data analysis phase to ensure 
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inter-rater reliability. Extracts of transcripts were included in the appendices section rather 
than full transcripts, once again to ensure confidentiality. 
 
3.8 Data Analysis 
All audio recorded research interviews were transcribed verbatim. The transcription data 
were analysed both within and across cases. The in-case analysis focused on understanding 
the features of each single case, in an ideographic manner. The cross-case analysis aimed to 
identify emerging themes common across cases in relation to the phenomenon being studied.  
 
The first step in data management included reformatting each transcript as recommended by 
Smith et al (2009). This took the form of three columns to aid analysis, the middle column 
held the original transcript data, the right column contained exploratory comments, while the 
purpose of the left columns was to note emerging themes (Appendix F). These exploratory 
comments included descriptive, linguistic and conceptual comments, each of which were 
noted in different colours.  
 
The format of data analysis followed in this study, by the research, was detailed and guided 
by Smith et al (2009). Interpretative Phenomenological Analysis is Characterised by an 
inductive cycle. This form of analysis takes place over an extensive period of time, resulting 
in the researcher reading the transcripts then leaving them and not returning to them for a 
short time. 
 
The step-by-step guide to conducting IPA as recommended by Smith et al (2009) is detailed 
below: 
1. Familiarisation with the interview transcripts 
 This first stage involves the researcher becoming immersed in the data, by reading 
 and re-reading the transcripts and listening to the audio recordings simultaneously. 
 This gave the researcher an overall appreciation of the individual participants 
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 experience. Excerpts from the transcripts were also discussed by the researcher with 
 the academic research supervisor. 
2. Initial coding 
 This second stage involves the examination of language use and semantic content in 
 an exploratory manner. It is important for the researcher at this stage to maintain an 
 open mind, noting anything of interest within the transcript. It is at this point the 
 newly formatted transcript layout is utilised (three column arrangement). For each 
 transcript the researcher engaged in systematically commenting on a descriptive level, 
 linguistic and finally at a conceptual level (Appendix F). 
3. Interpretive coding 
 At this stage the researcher engages in a deeper level of analysis, which includes 
 applying psychological concepts and alternative interpretive lenses to the data.  
4. Developing emergent themes 
 This stage involves adapting the notes into themes. This is done by the production of 
 succinct statements which encapsulated what is important in the various comments in 
 relation to each piece of transcript. Each of the 10 research interview transcripts were 
 analysed by the researcher successively in order to identify emerging themes 
 (Appendix G). 
5. Searching for connections across emerging themes 
 This final stage is made up of checking for patterns across cases. A meta-analysis of 
 the various themes for all research interviews was engaged in, in order to highlight 
 both similarities and differences across the participants experiences. This aids in the 
 process of developing links or shared experiences between interviews and in the 
 development of overall, superordinate themes that apply across the interview data. 
 Some themes which emerged previously were discarded as they were not subsumed 
 within the abstraction process. In turn they were considered to be less relevant and 





3.9 Reliability and Validity Considerations 
The two concepts of reliability and validity are generally applied to quantitative research. 
Reliability refers to consistency of a piece of research, specifically, if the study was replicated 
within the same conditions it would produce similar results. The concept of validity is 
concerned with whether the research investigates what it had aimed to explore. There has 
been significant concern within the qualitative field as the quality of such research had 
previously been assessed through these means, reliability and validity which are applied to 
quantitative research (Smith et al, 2009). Prompted from this dissatisfaction Yardley (2008) 
developed four specific criteria for the assessment of the quality of qualitative research 
studies (Smith et al, 2009; Yardley, 2008). These included sensitivity to context, commitment 
and rigour, coherence and transparency, and impact and importance. 
 
 
3.9.1 Sensitivity to Context 
With regard to sensitivity to context it was demonstrated from the outset of the current 
research study through the selection of IPA as its methodology. IPA's key characteristics 
focus on the examination and exploration necessary to target the current research aim, to 
explore Clinical Psychologists understanding, interpretation and experience of 
Professionalization within their field of Clinical Psychology. Second opportunity for the 
principle of sensitivity to context to be applied was through the negotiation with the 
necessary gatekeeper. The researcher was required to build relations and negotiate 
appropriately with the gatekeeper in order to access the prospective clinical psychology 
participants. The conduct of professional, safe, and sensitive semi structured interviews 
allowed flexibility in the provision of space for participants to expand upon possible sensitive 
issues. 
 
3.9.2 Commitment and Rigour 
Commitment and rigour was demonstrated in the commitment and attentiveness shown by the 
researcher through the completion of the step-by-step guide to IPA by Smith et al (2009). The 
pool of participants was made up of a homogenous group of individuals which were 
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purposefully matched to the research question (i.e. Clinical psychologists). The interview 
schedule was guided and developed by standards set by Smith et al (2009). It was then 
revised on numerous occasions through consultation with the current research supervisor. A 
pilot interview was also conducted at the beginning of data collection to ensure accuracy and 
applicability of the interview schedule. Finally in relation to the data analysis there was a 
clear commitment to and interpretive approach as opposed to simply describing themes. 
 
3.9.3 Coherence and Transparency 
The researcher aspired to engage in a high level of coherence and transparency by clearly 
describing in detail the research process involved in the current study and supplied 
appropriate and corroborating information within the appendices. The complete research 
study was proofread by a variety of sources in order to ensure a coherent argument was 
presented. 
 
3.9.4 Impact and Importance 
The final principal in the assessment of quality within a piece of qualitative research is 
whether the study holds impact and importance. According to Yardley (2009) a test of real 
validity falls within whether the research provides something important useful or interesting 
to the reader. The researcher of the current study believes this thesis provides an in-depth 
exploration and insight into clinical psychologists understanding and perception of 
professionalization within their field. This will add to the significant gap in the research 
literature while also possibly leading to adaptations in CPD models and policies. Such 
adaptations and awareness of a need for an increase in personal and professional development 
may lead to more effective, healthier, and reflective practitioners. Finally the current study 
may be of interest to training programs, as the results may support current structures or aid in 
the further development of continuing personal and professional developmental teaching 







As detailed previously in this chapter, the researcher inevitably impacts on the study and the 
data emerging from same (Yardly, 2008). The completion of reflective journals following 
each interview was engaged in. The completion of said reflective journal is not sufficient in 
ensuring a reflexive research study. Liaising with a range of critical peers regarding the data 
collection and analysis is essential  in ensuring the most relevant data is retained (Braun and 
Clarke, 2013; Smith et al, 2009). It also acts as a tool in increasing the openness towards and 
sensitivity to the meanings emerging from the data (Cassidy, 2010). The critical friend also 
engages in ensuring the analysis is conducted in line with the methodological guidelines, in 
this case Smith et al (2009). The current researcher sought the critical eye of the principal 
investigator/research supervisor and a qualitative research lecturer within the University of 
Limerick to aid in the reflexive process.  
 
3.11 Reflection on Research Process 
Historically researchers had made the assumption that they were, and could be objective 
within the research process. We are now aware however, that this neutrality within empirical 
research is not possible, particularly within IPA based research. It is therefore vital that as 
researchers we declare our social location and acknowledge any other aspects which may act 
as a bias within the research project. In this current study the researcher, is a young, 
Caucasian, single, female who has a particular interest in self care and continuing personal 
and professional development of Clinical Psychologists. 
 
I am a young Psychologist in Clinical Training who has experienced her fair share of trauma. 
I am acutely aware of my own need for further personal development and value my personal 
therapy tenfold. I consciously schedule self care activities into my routine to ensure the 
maintenance of my own health. I am very aware of my own limitations within the field of 
Clinical Psychology and constantly want to develop and work on such through my curiosity 




Such awareness and insight was only heightened at the end of my first year in Clinical 
training when a previous supervisor, Senior Clinical Psychologist and dear friend died by 
suicide. This was a very traumatic event for me, both personally and professionally, which 
led to further questions, curiosity and learning around the great need for self care and 
continued professional and personal development. These aspects of myself as a researcher 
and experiences can understandably influence the current study. 
 
Along with the acknowledgment of the researchers subjectivity the inclusion of reflective 
journals within and throughout the research process have been included. The purpose of this 
journal for many qualitative researchers is an effective means of tracking how the 
researcher’s values, actions, emotional responses and possible bias impact on and influence 
the research process (Smith et al, 2009) . Throughout the current piece of research, field notes 
and reflections were completed (Appendix H). This reflective journal influenced the data 
analysis process.  
 
I felt overall the research process progressed well. The research interviews appear to provide 
the necessary amount of depth in relation to clinical psychologists experience of 
professionalization. Throughout the process found myself, as a researcher, gaining new 
insights into professionalization and its role within clinical psychology. Alongside this there 
were also particular variations captured within the individual experiences. From my own 
personal perspective I felt this combination of fresh insight, clearly developing themes and 
moreover the variations in experiences explored, are indicative of a positive and accurate 
interview process. Specifically resulting in the interviews being led by the participant and 
what they feel is important to discuss in relation to the research question, 'what are clinical 
psychologists understanding, interpretation and experience of professionalization'. 
 
Along with the positive progression of the research process, there were some difficulties 
which presented themselves during the research. In contrast to the above perception of the 
participant led interview at times it felt and appeared that participants may have spoken about 
clinical psychology more generally as opposed to professionalization within clinical 
psychology. As professionalization appeared to be a novel term for the majority of 
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participants, the inclusion of working definitions at times did not appear to aid the process. 
Which may have resulted in the regression of discussion to clinical psychology the profession 
in a more general sense. However this was important data in its own right. The IPA approach 
itself was also a significant challenge as required such depth within each interview. The data 
analysis process was time-consuming and at times disheartening as it felt slow and 
unproductive. Conversely it did facilitate the immersing and detailed familiarisation of each 
individual experience/perspective. What emerged from said data was a deep and rich range of 




















CHAPTER 4: ANALYSIS 
 
4.1 Chapter Introduction  
After a significant period of time, over several months immersed in the data, through reading, 
coding and collating the extensive interview data drawn from the 10 interviews, a number of 
themes emerged. The following chapter aims to present these superordinate and subordinate 
themes. It will engage in such a process through the summarisation of associated findings and 
by offering an interpretation of the data within each theme. Please note the use of '...' in some 
participant's quotes. These have been included to indicate the removal of some text in order 
to aid the clarity of points expressed by the respective participant. 
 
4.2 Overview of the Superordinate Themes 
Table 4.1 presents the superordinate themes which emerged from the current research data. 
'Standardisation' relates to external qualities which the population of clinical psychologists 
deem to be central to their professionalization and more importantly the need for 
standardisation within such features. In particular these include Continuing Professional 
Development, supervision, self-care, training and registration. 'Internal characteristics, 
alteration? Or acceptable?' concerns itself with characteristics of a clinical psychologist 
which the pool of participants consider as central to their professionalism although 
interestingly some may require alterations or reviews while others are seen as acceptable 
despite the problematic nature. Of particular emphasis and interest is the unique nature of the 









Table 4.1; Summary of 'Superordinate' and 'Subordinate' themes 












4.3 Superordinate Theme: Standardisation 
Professionalization within Clinical Psychology, according to the current data encompasses a 
wide range of external factors. They are however interpreted through a lens of 
standardisation. This theme will be made clear through the use of the following extracts. It 
considers the interpretation that the participants feel supported in the presence of 
standardisation and uniformity in relation to some factors, while also yearning for such 
uniformity within others. These external factors include supervision, CPD, self-care, training 
and registration. Similarities exist in relation to other professions and the requirement of 
standardisation, there are however unique intricacies within these factors that are applicable 
to clinical psychology. 
 
4.3.1 Supervision 
Supervision refers to the use of one-to-one individual or peer based supervision in order to 
acquire and expand the skills necessary for the provision of clinically effective and ethical 
treatment services. According to the data supervision plays an intrinsic role in relation to 




 "supervision is like Just an Absolute Given You Have To have it and M you just 
 couldn't do your job properly without it" (Ingrid) 
 
 "professionalization that is not easy to get (laughs) so that's why supervision is so 
 important because they can help you with that (laughs)" (Fiona) 
 
It was made clear by the participants and the data that supervision is particularly structured 
and occurs on a regular basis. This regularity appears to be interpreted as a supportive tool 
which encourages professionalization. According to the data, supervision is generally 
implemented and engaged in on a monthly basis.  
 
 "we also have monthly supervision with our senior, we have monthly peer 
 supervision where we get together in small groups and discuss cases" (Hope) 
 
The most popular form of supervision seems to be on a one-to-one basis. Some areas branch 
further out with peer supervision, as detailed by 'Hope' above. This too is majorly supportive 
with clinicians gaining further insight and possible strategies from their peers. There is 
however a discrepancy nationally with regards to this as some participants detailed a distinct 
lack of peer supervision.  
 
 "not a chance of peer support" (Fiona) 
 
It appears that peer supervision is undervalued in certain areas of the HSE within Ireland. 
According to the researcher and their interpretation, it appears that there may be a 
diminishing and invalidating view and approach to this form of supervision. This is 
disheartening as the empirical evidence indicates significant value of same and leads the 
researcher to hypothesise that these clinical psychologists are under resourced comparison to 
their colleagues who are supported with peer supervision. 
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Other participants reflected and made it known that without supervision their work and 
clients would suffer. Such a statement leaves a residue of fear and concern that supervision 
within clinical psychology would not be upheld. It does appear however to be one of the 
more stable and standardised external factors within professionalization and clinical 
psychology. 
 
 "couldn't really do the job without it and I don't understand how other 
 professionals  working (giggles) in mental health do their jobs without supervision 
 but they do M  absolutely crucial in terms of again in taking care of yourself M 
 avoiding burnout making sure you do what you think you're doing M having 
 someplace to go with your frustrations around people that you're working with and 
 team that you're working with" (Ingrid) 
 
A further interpretation of the above extract from 'Ingrid' can be understood that without 
engaging in regular supervision clinician is likely to unconsciously misplace frustrations and 
difficulties they experience onto their clients and the work in which they engage in with 
them. Which, as detailed in a upcoming quote once again from 'Ingrid', is "dangerous" for the 
vulnerable clients to whom we provide a service. Such unsupervised and "dangerous" 
practice engaged in by clinical psychology practitioners and other mental health clinicians is 
unethical and unsafe. 
 
Particular risks were explored in relation to the possibility of reduced supervision or a 
decrease in its standardisation and regularity. These included noticing and becoming aware of 
one's blind spots/limitations and how that impacts on the participants clinical practice. It is 
interpreted that without the uniformed, regular supervisory process there are negative 





 "it's about knowing where your blind spots are for the betterment of your clients so 
 you are giving the best to doing the best job you can do with them" (Fiona) 
 
 "dangerous for you and it's dangerous for your clients as well" (Ingrid) 
 
The importance of such standardised supervision is truly highlighted the following extract. It 
describes the extent clinical psychologists will go to ensure they are engaged in such a vital 
process. 'Ingrid' emphasises the need for supervision to ensure safe practice and the lengths 
she will go to ensure same when the standardised protocol is absent. Such lengths and 
sacrifices include the financial implications of seeking external supervision. From this it is 
hard not to connect with the positive interpretation and favourable approach to supervision 
within professionalization. 
 
 "if I've had periods you know as can happen with it's been a few months where I 
 haven't had supervision where someone's been off sick or you know whatever you do 
 really you know I really miss it yeah and M there have been periods when that's 
 happened and I've paid to go to supervision privately because I know in terms of 
 keeping myself well M and and okay in the work and am going to be more effective in 
 terms of what I'm doing as well yet so not to have it I would go as far as to say it's 
 dangerous" (Ingrid) 
 
This particular activity is present in many professions, yet clinical psychology appears to 
have a unique intention and experience of supervision. There is a considerable level of 
reflection on clinical practice, gaps in one's learning and on the process within the therapy 
room all included in the supervisory process. The supervisory process encourages and 
enables the professional to become aware of and tackle the emergence of any personal matter, 
while also preventing and protecting the clinician from possible distress and burnout. It is 
reported to be a supportive relationship which provides the space for the acknowledgement of 
a professional's limits, whether it be in relation to knowledge or the application of same. This 
supervisory process and relationship is distinct from other professions and specific to clinical 
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psychology. Despite the uniqueness, data indicates a significant emphasis on the maintenance 
of the standardisation of supervision to ensure the safety of both the professional and the 
clients. 
 
 "when I’m with a client that I know that I am doing what is appropriate in a 
 situation rather than just kind of being more subjective may be possibly biased mmmh 
 when you have that supervision piece there’s less room for that to happen or less 
 chance of that happening" (Abby) 
 
 "so I think knowing utilising supports are really important parts of making this a
 really good job preventing you from stagnating your knowledge or getting stuck in 
 yourself and preventing burnout" (Debbie) 
 
 "being able to say you know actually I haven’t a clue where to start with this and if 
 this particular case...that it's it's yeah supervision is important" (Jennifer) 
 
An awareness of one's limitations within knowledge and practice is interpreted by the 
researcher as central to clinical psychology and its professionalization. An ability to 
acknowledge when one is unclear on a current situation or possible future steps is particularly 
important, and the supervisory relationship normalises and facilitates the engagement in the 
same. 
 
It is evident from the above data extracts that supervision is interpreted in a favourable sense 
with regards to not only the impact it has on the professional and their clients but also in 





4.3.2 Continuing Professional Development 
Continuing professional development appears to be interpreted as a core factor within the 
professionalization of clinical psychology. The data details how clinical psychologists 
perceive CPD in a particularly positive light. Noticing that it aids in the development and 
maintenance of the profession. 
 
 "the more you can get out you know get external training and bring it back then  the 
 better the better for your own profession and I suppose developing it too" (Gillian) 
 
Gillian's extract emphasises the importance of receiving CPD from varying external sources. 
By doing so the clinician returns with innovative knowledge and approaches which can be 
integrated into the current team in order to provide an alternative perspective that will add to 
the service provided to the client population. 
 
'Hope' highlights the presence of regular and standardised CPD within specific areas. In their 
area of practice it is noted that CPD is scheduled into their working calendar. This facilitates 
clinicians in continuing their development in a formal yet less demanding manner. This is due 
to the lack of planning necessary for individual clinical psychologists and such a role is 
provided by psychology management. 
 
 "we are quite fortunate in our CPD that there would have been something once a 
 month and in the Autumn, probably a defined period of training of 2 days 3 days or a 
 week M because I suppose we have CPD built into our timetable" (Hope) 
 
The establishment of a structured scheduling of CPD within the timetable of clinical 
psychologists is particularly helpful as it removes part of the pressure regarding planning 
such vital training. With the removal of said pressure not only does clinician benefit from the 
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CPD but also allows for more client contact time as CPD planning and scheduling would take 
from said allotted and available time. 
 
An acknowledgement of the progression of development of CPD over recent years was made. 
It was noted that over time the importance of CPD and the regular incidence of same has 
increased. This progression leads one to believe a positive possibility of further development 
and potential standardisation of CPD may result in the future. 
 
 "ongoing training and I think all of those since I trained all of those are seen as 
 very important in terms of then working professionally as a clinical psychologist that 
 weren’t maybe as important 10, 15, 20 years ago" (Abby) 
 
Such a development would have lasting and constructive effect on professionalization, the 
individual and the clients that receive the professional input. For example, due to their current 
lack of consistency within CPD clinical psychology, the psychologists trained and the service 
provided across the country varies significantly. This is noted in the following extract which 
highlights that those individuals in contact with clinical psychology nationally are receiving 
varying services due to their discrepancy of availability of CPD and specific content of same. 
 
 "there's no consistency in the training either so maybe people in Dublin have 
 training in x y and z and we didn’t that training down here and so if you're seeing a 
 psychologist up there maybe they have a different model of working that you haven’t 
 had access to and in terms of ethics there is a question around that" (Abby) 
 
Despite the regular and structured implementation of CPD in some regions, which is 
interpreted as particularly positive, it remains clear that such uniformity across the country 
has not yet been applied. This variation and CPD as a whole has been deemed problematic. It 
is also noted that along with standardisation of CPD regularity, there is a need for review and 
reflection on standardisation of the role and intention of CPD. 
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 "the shared CPD amongst ourselves we’re very good at coming together every 
 month and doing that and sharing knowledge through peer and learning from each 
 other and the X is very good at doing that above and beyond other regions. I know 
 this because I know other clinical psychologists around and they don’t do it as 
 well if they do it at all they don’t seem to do it as strategically or formulately or 
 with expectation the way we do it here" (Debbie) 
 
Multiple participants stated that opportunities to engage in CPD were dependent on multiple 
aspects. These aspects included funding, time, annual leave available and the economic 
climate. With CPD opportunities depending on specific aspects it can therefore not be 
perceived as uniform or standardised. Such external characteristics have been described as 
impacting on clinical psychologists engagement in such a core aspect of their 
professionalization. 
  
 "I'm not sure there probably has been more talk more awareness of CPD and the 
 importance of CPD mmmh, whether in reality there has been more as given the 
 economic climate, I don’t know, I don’t know about that" (Jennifer) 
 
 "I'm only here couple a of weeks and I suppose I've had a couple of opportunities 
 already for CPD which is fantastic because I haven't had that. I know that in past 
 posts I was told that they were generous with time but not with money so you could 
 have the time for CPD but not the funding for it" (Gillian) 
 
Another rationale for the standardisation of CPD lies within the subsequent extract from 
'Carl'. An interesting point in relation to the risk of not engaging in regular CPD was 
provided. He explored the impact on client's when professionals engage in a defensive 
manner due to the lack of CPD. The danger of limited CPD and in turn insufficient 




 "I think once you get into not doing CPD you tend to get very isolated you get very 
 introverted I think there your much more likely to be highly anxious as a professional 
 if your highly anxious then when a client sits in front of you your much more likely to 
 react in a defensive way so I think it kind of keeps it down helps keep it down as much 
 as possible, I think it's kind of an acceptance that were all kind of growing really no 
 one has it sussed" (Carl) 
 
There is however a possible shortcoming to standardisation that the data appears to be 
seeking. As CPD becomes more structured and uniform it may lead to a separation from the 
learning gaps in which CPD aims to fill, and a push towards generalised content. This would 
be a catastrophic development in a negative direction as it moves away from the goal of CPD 
within clinical psychology and in turn away from professionalization. 
 
 "if its gaining courses that are very relevant to the post to the post your doing and 
 acknowledging that is fair enough but if pushes you beyond what is useful or relevant 
 to your post I'm not sure what the usefulness would be" (Ben) 
 
An interpretation of the above extract from 'Ben' highlights that CPD should be, service and 
population specific rather than broad and all-encompassing. Engaging in non-specific CPD 
which holds little relevance to clinicians current post is neither cost nor time-effective, and in 
turn unethical as it cannot be applied to those to which they provide their specialised service. 
 
4.3.3 Self-Care 
The majority of participants (N=8) within their interviews referred to the importance they 
personally placed on active engagement in self care. The purpose of self care is to create a 




 "I'm imagining the word professionalization has a little bit of the professional side 
 you know your CPD your peer supervision your one to one supervision and the other 
 side the self care making sure that you're still that you are as healthy as you possibly 
 can be and and you still are able for the job because we have to be aware of taking 
 care of ourselves" (Hope) 
 
This sense of well-being in the individual professional's life not only fosters positivity for 
them but also impacts on their job and the service they provide to their clients. As suggested 
by 'Hope' in the following extract, there needs to be further emphasis and focus placed upon 
the care of the professional. The purpose of this would be to protect the individual, their 
clients and the profession. A means of stressing the significance of self-care could be through 
the structuring and implementation of obligatory engagement and self-care. 
 
 "when we are talking about professionalization we are talking about CPD and we 
 are talking about peer and we are talking about supervision are all very important but 
 I do think we need to focus more on the professional and taking care of the 
 professional that I'd like to see it develop" (Hope) 
 
This above extract from 'Hope' emphasises which he believes to be the content of 
professionalization within clinical psychology while highlighting an area, namely self care 
which requires further emphasis and support within the profession. As self-care is interpreted 
as a core characteristic of professionalization it can also be interpreted that without its 
presence alongside the other aspects then professionalization cannot be complete. 
 
The subsequent quote highlights an additional acknowledgement of the need for systems, 
structures that will ensure the professionals health in light of the strains and pressures 
experienced by clinical psychologists in their practice. The clients worked with and their 
presentation of difficulties naturally takes its toll on the clinician. Self-care is interpreted as a 
protective factor which supports the clinician in the work. It does however require 
organisation and scheduled execution. 
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 "being professional to me means also having systems were you can mmmh were 
 your not depleted...so that you have the energy to deal with clients cause they do 
 take a lot of energy they do require mental strength and motivation and persevering 
 and determination" (Ben) 
 
Only said characteristics of a clinical psychologists, namely motivation, perseverance and 
determination are required in order to maintain a long and healthy career in the field. It is 
through self-care that these characteristics are nourished and given the right circumstances in 
order to flourish. 
 
The vulnerability of clinical psychologists within their practice has been noted by numerous 
participants (N=4). In conjunction with such a vulnerability the clinical work also includes 
vulnerable clients who call for high levels of energy and mental strength. This alone provides 
a solid rationale for the standardisation of self-care. There is another aspect to be named and 
that is if one is not engaging in regular self-care one's own well-being and resilience will be 
impaired and in turn this will impact on client's. 'Fiona' describes this in a particularly 
compassionate manner detailing a gentle approach to taking care of oneself in order to take 
care of their clients. 
 
 "you need to take care of yourself right now this is not the kind of job that you can 
 be in and not be okay yourself because the work is hard and people are vulnerable 
 and if you're really vulnerable yourself then you should make yourself, you can't mind 
 somebody else if you're not okay" (Fiona) 
 
Emerging from the data there is a recognition of a development in the area of self-care in 
clinical psychology. A move towards mandatory engagement in the self-care process has 




 "I think the personal development piece there is is there is really kind of crucial in 
 supporting yourself in doing the work and I think M you know it's mandatory in a lot 
 more courses now which I think it's really good" (Ingrid) 
 
An advancing interpretation of this extract from 'Ingrid' that mandatory engagement in self 
care within training courses is necessary in order to produce clinical psychologists that value 
and promote self-care within themselves, their psychology peers, their colleagues and very 
importantly their clients. Without mandatorily self-care those clinicians graduating into 
clinical practising environment will not have the required knowledge and emphasis on the 
crucial self-care and personally developing behaviours. 
 
Such a development does not however seem to have translated into clinical practice. 'Abby' 
states that self-care has indeed been emphasised through training but she also notes that once 
qualified and practising within services, there does not appear to be much support or 
encouragement for self-care. This lack of continuity between training and practice needs to be 
reviewed. This gap may be filled through the introduction of standardised/mandatory self-
care engagement as practising clinical psychologists. There is an opportunity here to practice 
what we preach. 
 
 "certainly it was it would of been highlighted through training but once you start 
 working no one's really too interested but it's very important for you yourself to mind 
 yourself" (Abby) 
 
Employing mandatory self-care first highlights the significance of same to 
professionalization, the role of a clinical psychologist and the clients they serve. The benefits 
it also provides are the prospect and opportunity for the psychologist to develop both 
personally and professionally albeit if initially they did not perceive it as pertinent to the 
profession or themselves. Mandatory self-care would encourage clinicians to engage in 
positive, valuable activities that will increase their well-being and in turn competence within 
practice which, they may not have previously attempted. Such standardisation may pass over 
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the personal fears or biases experienced by some which may get in the way of or impede 
personal development. 
 
 "making it mandatory because that's a comment on how important this is you know 
 and you'd hope somebody goes through their career that they would you know that 
 they would kind of open up or develop into that more and more even if it didn't 
 necessarily make sense to them or if they weren't kind of in a place to engage with it 
 earlier on in their career" (Ingrid) 
 
Further emerging from the data is the self-care sub domain, of personal therapy. It is 
interpreted as a hugely beneficial factor in the maintenance of the professional's well-being 
and competence in their clinical work. This alternative form of self-care collaborates well 
with supervision. 
 
 "that's where the self-reflection piece is so important whether you do that on your 
 own or with the help of someone else or you do it in supervision or your own personal 
 development therapy mmmh it doesn’t matter really it has to be done, it's crucial, so 
 yeah" (Debbie) 
 
Personal therapy provides a space to explore one's own presentation, the maintaining factors 
experienced, in order to focus on and engage with personal difficulties, blind spots and 
triggers. The aim of connecting and investigating such aspects of oneself is to first ensure an 
awareness, not to allow any disconnect in the self but to integrate any difficulties into the 
whole self. It also aims to advance the individuals skills in acknowledging and separating 
one's own personal aspects from our clients and what may be presenting in the clinic room. 
 
 "in terms of taking care of yourself in the work and taking care of your clients in  the 
 work you know, knowing your own stuff knowing your own limitations, your own 
 blind spots, M having done some work on yourself" (Ingrid) 
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'Hope' notices the impact clinical psychology work has on the professional. The nature of 
psychology as discussed previously requires significant levels of energy, motivation and 
well-being in order to maintain competent and ethical practice with a demanding client 
population. In order to foster and maintain such levels of energy and well-being it is 
important for professional psychologists to engage in personal therapy. Through the 
reflection and exploration of personal presentations an increase in competence and well-being 
can emerge. 
 
 "I think as a profession in psychology it is going to have an impact in terms of 
 your well-being, it's not the same as other jobs where you come in and do a 9-to-5 
 and you switch off and go home; there is overtime, an effect on you as a person and I 
 think that's where supervision and obviously personal development and personal 
 therapy come into play" (Hope) 
 
The work of clinical psychologists, according to 'Hope' does not cease at 5 p.m. like other 
professions or careers. The content of the clinical work can be carried with the individual 
home some evenings, with some content staying with the individual clinician throughout the 
career and life. Due to the impact and the nature of the content to which the clinician is 
exposed requires them to engage in self-care activities on a regular basis with personal 
therapy being a particularly effective form in relation to the content of clinical psychology 
work and the vulnerable clients with whom they are in contact.  
 
A further emphasis of the need for personal therapy in order to engage positively in one's 
own practice was made by 'Debbie' in the following extract. This is done while also drawing 
attention to the current compulsory 20 hours of personal therapy included in a variety of 





 "certainly I need to go get personal therapy outside of the mandatory 20 hours 
 mmmh and really explore my stuff to separate it out of from the stuff in the 
 room...really knowing yourself as much so to really do my job at the upmost of my 
 ability without my stuff getting in the way" (Debbie) 
 
Twenty hours of personal therapy, according to 'Debbie', is not sufficient in order to engage 
in the personal exploration necessary in order to gain the skills and awareness of one's own 
personal presentations in the aim of ensuring they do not complicate the clients presentation 
and the therapeutic work required. This is likely to occur without extended commitment  to 
one's own therapy. 
 
The particularly negative impact on the client we serve due to a lack of personal awareness 
and development through personal therapy was highlighted with the use of highly powerful 
language, "damage". This invokes a sense of fear which could be targeted and assuaged with 
structured implementation of regular personal therapy.  
 
 "unless you do work for yourself you can damage a client so always be careful 
 about that, careful about what’s coming up here is this something that I might have 
 difficulties with mmmh do I need to reflect on that do I need to do that with a peer 
 group do I need to do that in therapy" (Ellen) 
 
Those who have engaged in personal therapy are observed as positively distinct from others 
who have not. They are perceived by other clinicians as having increased skill in the area of 
reflection and have an energy or air of comfort therapeutically due to their self exploration 





 "some of them were very reflective and very therapeutic and would have done their 
 own therapy, would have known stuff would have owned that it's not that it didn't 
 influence them but that they were aware of that and others that didn't and didn't see 
 that as  their role" (Fiona) 
 
Conversely, those who were seen as not engaging in personal therapy were perceived to have 
been negatively impacted upon and so too was their work. 'Fiona' furthermore recognises the 
considerable weight placed upon personal therapy through the sourcing of same privately. 
This requires the use of personal finances and time which solidifies the interpreted 
importance of personal therapy in the professionalization of clinical psychology. 
 
 "(not engaging in personal therapy) negatively impacts on their work and I think 
 that's huge and again that's not valued that's not that something you choose to do out 
 of your own pocket in your own time and I think it's massive" (Fiona) 
 
Personal therapy is not valued efficiently within clinical psychology despite empirical 
evidence supporting its positive influence on the clinician and the client. Clinicians are 
required to make sacrifices within their own time and finance in order to ensure they are 
engaging in best practice through the commitment to personal therapy and development. 
Clinicians should not be required however to make such sacrifices as this personal 
development is key to professionalization of clinical psychology and therefore should be 
supported in some form by their employer. 
 
Due to the resounding impact engagement in and the lack of engagement in personal therapy 
has on both the individual professional, the level of competence-based practice and the clients 
within our service, it is interpreted as vital to provide more continuity and standardisation of 
personal therapy. Said standardised or mandatory employment of personal therapy will 




It has been noted previously, there is a growing inclusion of obligatory personal therapy in 
clinical psychology training programs which may be seen as the first phase of 
standardisation. Unfortunately, it has not progressed to mandatory engagement when 
qualified, despite the acknowledgement that the positive impact adapts and develops clinical 
psychologists in a constructive manner. There does however remain a level of development in 
this area as personal therapy is mandatorily within clinical psychology training programs 
which signifies growth as this was not the case a mere 10 years ago. 
 
 "therapy is valued a lot in your training and when I was there they asked you a lot 
 were you going to therapy it wasn't compulsory but now it is for a certain period and 
 it changes the type of clinician that you are" (Fiona) 
 
Despite such mandatory inclusion within clinical training it remains problematic as 'Debbie' 
states that it is impossible to ascertain to what level an individual engages in personal 
therapy, therefore, a standardised amount of time given to the process can be challenging. 
Currently 20 hours is the required number and yet research indicates a need for at least 40 
hours. It leaves one wondering about the rationale and how much consideration was given to 
said standardisation. These external factors should not be standardised purely for the sake of 
it, there needs to be significant deliberation around the purpose and how it meets the needs of 
the clinical psychologists, their professionalization and most importantly the clients. 
 
 "the literature it says you need at least 40 hours to experience a rupture and you 
 need to experience a rupture to get a repair going and that's where you really know 
 where your stuff lies and that's what I mean for 40 hours it could be for 60 it could be 
 80 so you really need to be going into long term work" (Debbie) 
 
Difficulties will arise when contemplating the standardisation of personal therapy 
participation as there are factors to which can't be standardised. For example, an individual's 
engagement in the therapeutic process. An individual may attend the detailed amount or 
required hours (e.g. 40, 60 or 80) but it would not be possible for external sources to ascertain 
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to what extent they fully engage in the process. Therefore the development of a culture and 
ethos of personal therapy/ self-care is necessary from the beginning of a psychologists 




How clinical psychologists are trained has emerged from the data as another aspect of 
professionalization. The majority of participants within the study interpret the current training 
process as constructive and appropriately standardised and regulated. 
 
 "I suppose I see how professionalization in psychology just with how the training  is 
 fairly standardised now across the board so most people are doing a pretty similar 
 type of training" (Abby) 
 
This level of acceptance and comfort with clinical training programmes was not always 
present. Historically, the way in which clinical psychologists were trained has developed 
significantly over the recent 50 years. This move is categorised by the participants as a 
development and advancement within professionalization and clinical psychology. Some 
(N=2) are curious about the motivation of such a development, querying whether it was to do 
with an externalised perception of looking good to other disciplines. Despite such a 
speculation, the acknowledgement of the affirmative standardisation remains. 
 
 "the way the clinical programs have you know, I think they were diplomas then 
 they become masters then they become PhD’s mmmh I wonder why that happens 
 maybe that's just about Kudos or you know looking good or something but we're all 
 probably doing as good a job at the end of the day that we were all doing 40 years 
 ago relative to what we knew mmmh but that's definitely development of 




However, a larger proportion of participants (N=5) interpret this professional development as 
a necessary move towards structured and standardised training as previous means seemed to 
be lacking. According to the extract below, some believe past training protocol to be 
incomprehensible. Comparatively, there has been a significant development academically, 
practically and in relation to research. 
 
 "I remember meeting a lady who is probably retired now close to it and in her day 
 you did your undergraduate and you are qualified it was a professional qualification 
 and we just couldn't fathom you know when you think of it you now you need your 
 undergraduate and your masters your experience and then you're deemed appropriate 
 to be a trainee and then you're qualified so I think we've made huge progress towards 
 professionalization" (Hope) 
 
A further interpretation of 'Hope's' extract could be viewed as previous forms of training in 
clinical psychology were not sufficient, in many ways. For example, qualifying after simply 
an undergraduate psychology degree is not an adequate level of education to classify as 
professionalization. It would also not be a satisfactory level and "unfathomable" in relation to 
practicing in a safe and ethical manner with a vulnerable client population. At the time this 
was deemed an appropriate level of education and training, which in relation to 'Debbie's' 
extract, was time sensitive and relevant to the range of knowledge accessible and available. 
However, as the knowledge and theory progressed, along with professionalization, so too did 
the time and PhD specific content of training necessary in order to progress with the 
professionalization of clinical psychology. 
 
This is not to say that either perception is more valid than the other but it is interesting how 
the interpretations differ regarding the motivation. The result however, namely 




An example of the continued developments within the training process and programs which 
was highlighted by the current data is the increased support and progression of the 
standardised aspect of personal development within clinical training programs.  
 
 "a lot of the courses now are thinking more about in a real way about personal 
 development and how trainees as professionals personally develop" (Carl) 
 
 "equally as important but something that is less formalised within clinical  psychology 
 but becoming more formalised I suppose the training level is the personal 
 development piece" (Ingrid) 
 
Personal development as part of clinical training is very important to the current participants. 
These clinicians have seen a gap in the training programme in which they participated  and 
also with the trainee clinical psychologists with whom they supervise. The inclusion of self-
care/ personal development in training will lead to safer, healthier and more efficient 
psychologists which will aid in the promotion of same in the clinical and work environment. 
This promotion will play a role in shifting the current ethos to a more supportive and 
nourishing one for practitioners within the health care system and therefore lead to a better 
service for the clients. This possibility of a nourishing culture around the practitioners is one 
that would benefit all clinicians and professions. With less fear within teams would lead to 
more open communication, more exploration, enhanced relationships and again, in turn, a 
superior service.  
 
Despite such a move in the direction of formalising personal development within training 
programs, there remains a level of scepticism which is discrepant from others. They too 
acknowledge the need for standardisation due to a significant gap in the area. Although such 
scepticism can be viewed as vital in the process of structuring such an external aspect as it 




 "I'm certainly I'm trying to see how it what it would even look like to have more of 
 a self-care M personal development protecting yourself or whatever you call it in the 
 professionalization piece M because I certainly feel that it's missing more than 
 learning here" (Hope) 
 
An important recognition and appreciation was made by 'Ingrid' who detailed that 
standardisation of training is not sufficient in its singular form. Professionalization within 
clinical psychology requires a lot more. Once qualified from a regulated training programme, 
this is interpreted as only the beginning of the process. Continued development both 
professionally and personally is required as one progresses along the career pathway. This 
interpretation of professionalization in clinical psychology should be made explicit from the 
outset. 
 
 "it's a thing of like that it's not professionalization isn't just about having 
 qualification and being in that club it's about what does that mean and that that's not 
 a point in time that you reach and then it's over I mean you have to continue learning, 
 you have to continue developing both personally and professionally and that that 
 really needs to be ingrained in our idea of what it means to be a professional clinical 
 psychologists" (Ingrid) 
 
4.3.5 Registration 
In order to be in a profession and in turn engage in professionalization one must be affiliated 
with a professional body. Currently in the case of clinical psychology in Ireland, the PSI is 
that body. This standardised body has, according to the data, had mixed reviews. Some 
clinicians (N=2) interpret the PSI and its current form as vital to their practice and meeting 
their needs around guidelines and support. 
 
 "be a member of PSI or at least registered, I don’t know how you can exist outside 
 of that in terms of being professional, I think you do need some guidelines" (Ellen) 
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In order to be professional a practitioner needs ethical guidelines to support and direct their 
practice. Without them one cannot "exist" as a professional and in turn professionalization is 
not supported. In the case of clinical psychologists in Ireland the PSI is the provider of said 
ethical codes of conduct and guidelines. Therefore according to 'Ellen' without the support 
and registration of the PSI clinicians are not engaging in professionalization. 
 
Other participants (N=4) have interpreted it as not only problematic but actually not meeting 
their needs or fit for purpose. This significant discrepancy is quite remarkable in an area 
which is generally standardised, and in light of previous subordinate themes seeking out such 
regulation and uniformity, here there appears to be some conflict and a push against that same 
standardisation. 
 
 "and it's a bit of me kind of thinking, you know, to everyone what's the appeal that 
 like what do I get for registration, you know, with the PSI" (Carl) 
 
On the other hand however, 'Carl's' above extract indicates an alternative interpretation of 
registration to the PSI in comparison to 'Ellen's'. It appears that in this case the PSI and its 
registration is interpreted as dysfunctional as participant wonders why some clinicians are 
drawn to it. That it does not serve as for this individual as registration does not provide him 
with or benefit his work in any way. 
 
Another conflicting opinion emerges from the data from 'Ingrid'. She appears to be an outlier 
with her interpretation of all her professional needs being met in isolation from any 
standardised regulatory body. In fact in this case the supportive structure appears to be 
provided by her employer. 
 
 "I'm actually not a registered member of PSI, I'm a graduate member of PSI  
 because I work for the HSE. I kind of feel like all doesn't really matter that much 
 because all the stuff is in place for me anyway" (Ingrid) 
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Most of the participants (N=7) drew attention to the upcoming introduction of the novel 
regulatory/registration body. Said governmental standardised registration body is named 
CORU and is said to be a governing body for all allied health professions, in which clinical 
psychology are included. Interestingly, the one aspect that must be standardised and regulated 
is that of the registration bodies and yet CORU is an unknown entity that those who will be 
governed by it are unaware of and even what the name CORU means or stands for. 
 
From the data, a distinct lack of clarity around CORU emerges, its aims, its entry 
requirements, ethical guidelines, how will these be enforced, what will be asked of each 
clinician and how that will differ from one discipline to another.  
 
 "it could be different, it could be looser, it could be tighter, it could be the same as 
 the requirements are, I haven’t had a lot of information on it to be honest mmmh you 
 know, so I don’t really know an awful lot about that at the moment" (Ben) 
 
The distinct lack of any concrete information regarding CORU is particularly evident from 
the current data. One would query how a registration body aims to take over regulatory 
control over a discipline in the very near future without the provision of information or what 
appears to be a lack of consultation with the discipline itself as to its specialised needs. This 
new registration body is interpreted as problematic giving rise to concerns regarding 
differentiation between disciplines and ensuring defined procedures between same. Who in 
fact will be included in registration under the title psychology has been expressed as another 
concern. Queries around whether it will be similar to the PSI's all-encompassing approach or 
whether it be more specific to practising clinical psychologists. 
 
 "I don't fully understand, I probably just have not read enough on it but I don't 
 understand why we are all almost lumped together for this one registration body 
 because our needs are completely different and we do different jobs and maybe I'm 
 selling it short here may be the will be quite defined procedures for each of the 
 different disciplines" (Hope) 
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 "CORU registration comes through M but I suppose, I mean I don't know an awful 
 lot about it but I know there's certainly concerns around who are registered what 
 registration will mean" (Ingrid) 
 
According to the above extracts fears exist regarding this novel registration body of CORU. 
Said fears are varied yet equally problematic as there is no current available information 
regarding structure and the impact on clinical psychology as an independent field. The 
inclusion of all allied health professionals under one registration body can be interpreted as 
problematic, unfocused and disrespectful of each professions individual and specialised skill 
set, needs and responsibilities. If it was possible or beneficial to each independent discipline 
and profession to be subsumed into other areas of expertise then they would not currently be 
deemed as independent disciplines in their own right. There is an acknowledgement that 
CORU may have boundaries and specific guidelines and policies for each profession, 
however according to participants that is not yet available and could be perceived as 
disorganised and unprofessional as for registration body these are core to the existence. 
 
This subordinate theme adds another dimension to the superordinate theme of 
standardisation. One would imagine that this theme of registration would have a strong 
presence of standardisation due to regulatory purpose of registration bodies. Interestingly, 
this appears not to be the case with this novel registration body of CORU. Thus far, there 
appear to be no structured guidelines available which is very disconcerting for the 
professionals involved and ultimately the client population this body would presumably be 
aiming to protect. According to the data, concerns exist around the individuals who will be 
involved in the structures and regulating clinical psychology. Will they have a knowledge of 
this specialised profession and the needs of those within it and in turn, allow for an emphasis 
on implementation of the aspects most valued within clinical psychology? 
 
 "I think it may affect management structures, eh, it may also place limits on things 
 like CPD, access to CPD or what supports for CPD and I suppose if its someone 
 other than a psychologist making them decisions. I'm not sure if they'd have a full 
 understanding of what's important and what's not important" (Abby) 
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4.4 Superordinate Theme: Internal characteristics, alteration? Or acceptable? 
The next superordinate theme considers the internal characteristics which comprise 
Professionalism, prompted in the semi-structured interviews including knowledge, autonomy 
and responsibility. These aspects were found by Okas et al (2014) to be the main 3 aspects 
involved in becoming a professional in the field of teaching. Due to their empirical support, 
the researcher felt that an exploration in the context of clinical psychology was applicable to 
the current research question. This theme explores the clinical psychologist’s interpretation of 
these 3 aspects within their field of practice and the need for alteration and interestingly an 
acceptance of others. 
 
4.4.1 Knowledge 
Knowledge refers to the skills and beliefs generally held by the practitioners. In the case of 
clinical psychology, it appears to be in relation to skills and competences gained within 
training and built upon with CPD. 
 
 "I would like to think that knowledge its really what you have when you finish 
 when your qualified as a clinical psychologists and its all the add on's, it's the CPD 
 stuff that's really important" (Jennifer) 
 
An interpretation of the above extract highlights that knowledge is not an end product which 
as a result of training, clinical psychologists possess. Without the continued development of 
knowledge through CPD, training, seminars and the study of empirical literature, there cannot 
be the existence of any specialised knowledge. In turn without the existence of knowledge the 
field cannot be deemed as engaged in professionalism.  
 
Knowledge can be, and has been interpreted in varying ways. For example, within the data, 
knowledge is not treated as a repository. It is not a straightforward or as linear as purely 
reading to glean information. It is an active process which requires lifelong engagement due 
to its fluid nature. Research continuously updates and alters the information and knowledge 
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applicable to clinical psychology and the clients they work with. It is part of the clinical 
psychologist's role to identify such gaps in learning and knowledge in order to appropriately 
target and fill said gaps. 
 
 "knowledge skills and beliefs mmmh, well, I mean my take on that we need to 
 maintain our skills, we need to maintain our knowledge base....it's putting yourself 
 forward for those and keeping up to date with training so that we look up training so 
 that we have a breadth of training as well as depth mmmh, as well as identifying were 
 gaps are" (Ben) 
 
It, knowledge, is not stored separately from the individual or professional as a separate entity 
which can be accessed at a particular times throughout one's life and career. It must be 
internalised, assimilated and adapted to the practitioners work and client group. It is not a 
destination or an end result, knowledge is an ongoing process that requires maintenance and 
advancement. This can only be done through practice within work, discussion with peers and 
application to those they serve, their clients. 
 
 "I find I realise I don’t know something when I'm talking to someone else in 
 supervision, it's time to read up on that again for me mmmh, so knowledge is not just 
 taking in but it has to be assimilated and it has to be understood and I think you only 
 know you understand it when you're using it in some way" (Debbie) 
 
However, knowledge has also been interpreted as requiring a review and possible changes. 
Some believe that how it is used and possibly controlled, the psychological knowledge is not 
done with a positive sentiment. Clinical psychologists may, in fact, hold on to the knowledge 
in an attempt to protect our profession. According to 'Carl' the purpose of knowledge within 
clinical psychology is for the promotion of well-being within the client group. This cannot be 
done if it is kept close and not shared with those who need it most. This raises a question as 




 "knowledge, (sigh) interesting, I think we have access to knowledge but I don’t, I 
 think sometimes we drift into thinking that somehow it belongs to us but I think it 
 should be shared...I don’t think it's done in the right spirit of what we should be 
 doing, we should be trying to give it away and educate people and help them use this 
 knowledge to help people and not trying to protect them and be like, this is what we 
 specialise in and no one else can do it" (Carl) 
 
This extract from 'Carl' depicts a particular level of fear in clinical psychology in relation to 
their knowledge. A fear that if we share this supposed specialised knowledge which adds to 
the composition of the field, then are they inadvertently taking away from the profession and 
its role within the health service. If the role of clinical psychology is somehow reduced by the 
sharing of knowledge this increases the fear and concerns regarding the removal of the need 
for the discipline. Which is not necessarily the case but there certainly appears to be a fear 
around same, a possible inferiority or belief of others perceiving the discipline as inferior. 
The so called 'imposter syndrome' may be getting triggered for these clinicians and a fear of 
being found out if the supposed knowledge is stripped away from them. 'Carl' asserts 
however that there is strength in the sharing of knowledge, that it is in fact adding to the role 
of clinical psychology rather than removing anything from the specialist field. 
 
The sheer enormity of knowledge and the importance it holds within professionalism and 
clinical psychology must be acknowledged. It is more than just reading, it is more than just 
learning, it is central to the profession as it is assimilated into practice. Changes with regards 
to its use and how it is known appears to hold great significance to the participants in this 
study. 
 
 "yeah, it's bigger than just the training and the skills and competencies, it's 






Responsibility refers to a professional's capacity to make ethical choices while promoting the 
application of their knowledge. According to the data, the current participants interpret their 
profession as containing significant levels of responsibility in relation to their work and the 
clients. 
 
 "yeah there's loads of responsibility" (Debbie) 
 
 "yes, so I would think there's a lot of responsibility; my sense would be that, yeah, 
 you're carrying a lot, in a lot of ways" (Gillian) 
 
 "you mentioned about responsibility, I think we have a huge amount of 
 responsibility, okay, and again, I don’t that that stops at half 5" (Jennifer) 
 
Although there is a considerable amount of individual responsibility within the field of 
clinical psychology and as noted playing a significant role in professionalism, the data also 
indicates a level of shared responsibility. As signified in the extract from 'Gillian', both 
individual levels and the shared responsibility experienced by clinical psychologists vary 
dramatically from service to service. 
 
 "in terms of responsibility, it's great because of, it's a lot more shared (giggles) 
 okay, which is really positive but I suppose it's just, yeah, it's been an adjustment I 
 suppose, again services are very different...but there's more shared 
 responsibility I suppose" (Gillian) 
 
Despite the acknowledgement of significant levels of responsibility for oneself and the work 
engaged in, there is also a recognition that said responsibility requires an open discussion. 
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According to the data, there appears to be a blurring of boundaries with regards to 
responsibility. Some participants (N=2) noted the perceived and actualised input of other 
disciplines into clinical psychologists practice due to said blurred boundaries. This may be 
exacerbated by the within-team shared responsibility experienced for their clients and their 
well-being. 'Carl' clearly states the need for an open, non-defensive discussion around 
discipline specific responsibilities. This will allow for an assertion of clinical psychology's 
responsibilities and in turn, its limitations, along with acknowledging others responsibility 
and concerns. With the central intention of progressing the profession and more importantly 
the service provided to the clients. 
 
 "it's coming near the time professionals should mature a bit and say, look, let's  talk 
 about this, who is responsible, you're responsible for that, you're responsible  for 
 that, you know you're responsible for the patient but your also not  responsible for 
 our profession okay, so I think we all need to work out how to talk  together in a non 
 defensive way for the service to progress as opposed to the  profession" (Carl) 
 
To date there has been little open discussion regarding levels of responsibility within a team. 
This process is long overdue as the overlap and lack of clarity regarding responsibilities and 
their boundaries cause discomfort and conflict within teams, who's main aim is to give 
cohesive and collaborative care to the chosen population. Said conflict and discomfort occurs 
particularly when an individual from outside the discipline attempts to dictate to a discipline 
as to what their role and responsibility is. This can occur due to high levels of fear within a 
team, which paradoxically can be caused by the unclear boundaries to responsibility. The 
required discussion can be difficult as individuals can be protective of their discipline and 
may act defensively for that individual profession rather than working for a whole team 
approach. 
 
Extending on from the suggestion of the essential discussion, other participants (N=7) have 
noted the need for further reflection and change in relation to responsibility. For example, 
'Hope' highlights the need for a stage of development of specific responsibilities. They noted 
the level of compliance within clinical psychologists supports their openness and acceptance 
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of further responsibilities outside the standard requirements. This flexibility within the 
profession one would hope would not be taken for granted and in turn, the provision of extra 
responsibilities needs to be reviewed and altered. 
 
 "we may need to look at that in terms of what is appropriate for our staff grade 
 because we've fallen into, it you know, you, I've taken an assistant because you are 
 asked to do it, I think we are very M (giggles) compliant and clinical psychologists 
 always tend to be the good kids at school you know so we tend to say yes when our 
 bosses ask us to do something and you know maybe if there was more of, defined as 
 to what we're asked to do (laughs) that might be, eh, might be something to look at so, 
 in terms of responsibility, we probably do think we need to look at it, who's 
 responsible for what, and at what stage in their development" (Hope) 
 
This extract expands further on the development/alteration of levels of responsibility 
provided to the varying ranges of psychology grades. The data indicates that staff grade 
clinical psychologists appear to be engaging in senior grade responsibilities, for example, 
supervision. Again, this development is not standardised across the country or within 
services. It appears that these increases in supervisory responsibilities have been amended in 
some areas and not nationally leading one to wonder what channels of review, liaison and 
substantiation were engaged in. 
 
 "maybe that's something we need to look at in terms of responsibility, like staff 
 grades have a lot of responsibility now compared to years ago M that's an important 
 point, you know, actually before staff grades just to the client work where as now staff 
 grades do their client work and depending on the part of the country you're in you 
 know the one thing about this part of the country we have very few seniors" (Hope) 
 
An increased amount of responsibility is emphasized by 'Hope', one that has increased past a 
level of acceptance, particularly due to the lack of appropriated remuneration. This is 
exacerbated by the distinct lack of balance within the sectors of the HSE. Some individuals 
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are experiencing an appropriate level of responsibility, others are being suitably rewarded for 
an increased responsibility, while others have higher responsibility than is generally required 
of their grade and are not receiving any support in light of it. This is not appropriate or 
acceptable and requires a significant review and alteration.  
 
It is evident that a proportion of the current participants (N=7) interpret responsibility as 
requiring a review on a number of levels and are hopeful for change. 
 
4.4.3 Autonomy 
Autonomy covers a professional’s ability to practice in a self-directed manner in order to 
meet their desired outcomes, independent from external controls yet bound by codes of 
conduct. There is, however, conflicting evidence of autonomy within clinical psychology 
according to the data. For example, there are clear acknowledgements of the role of 
autonomy and independent practice within professionalism and clinical psychology. 
However, in relation to teamwork it proves problematic and requires particular negotiation. 
 
 "I think the autonomy is the same as well, it is about, we are an independent 
 profession and that were not a subset of any other profession but I think it makes it 
 very difficult as you’ve got a number of independent professions (team) working on 
 the same problem it would be sometimes, I think it would be like four plumbers 
 coming to look at your plumbing system and they're all specialists in a little bit of  the 
 plumbing system you know like they do their bit and they're good at their bit but 
 somehow they need to talk" (Carl) 
  
'Debbie' was able to acknowledge the significance of autonomy for her but followed up quite 
closely with a recognition of the presence of difficulties with regards to same. She noted a 
distinct discrepancy between her model of working and the role in which she finds herself. 
There is however a level of acceptance concerning such a challenge of incongruence rather 
than a hope or motivation for change, which is quite interesting. 
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"autonomy is important to me, I think that's why I like being here in this office in this 
room in this building there's nobody breathing down my neck telling me what to do. 
We all have line managers in this job, mmmh, and there are things that we all have to 
do as part of this job, mmmh, that don’t fit with my model of doing things but for the 
most part we get to do things the way we like to do them" (Debbie) 
 
Further challenges with autonomy are clearly depicted in the following extract which 
indicates a particular impact of other professionals and disciplines sense of responsibility on 
clinical psychologist’s autonomous practice.  
 
"I don’t know if other people see us as autonomous as we see ourselves and they feel 
their responsibility for the patient is overarching therefore that subcedes therefore 
that cancels out your autonomy" (Carl) 
 
Supporting such an interpretation of others impact on clinical psychologist’s autonomy is the 
following extract. Here, an unambiguous account of a participants experience of an 
alternative discipline is depicted, ultimately removing their individual autonomy. This was 
implemented through the dictation of which form of engagement is necessary despite it 
falling outside of their discipline and their competency. This account was from one particular 
service and is not all-encompassing, which is positive and yet highlights the ongoing 
discrepancy among teams and services. 
 
"autonomy, yeah, (laughs) is that a good one, comes back to that stuff about the team 
how can you what can you have autonomy for I worked on some services were like 
other disciplines were literally saying you can see this person for 6 sessions no more 
no less and you're going to do this type of therapy with them or I want that kind of 




Working within a team, as a clinical psychologist, impacts on the clinician’s autonomy. 
Attempting to be an independent practitioner while immersed in a team structure raises 
challenges and requires a level of balance and negotiation. Once again, the data indicates no 
stimulus to implement any change, in fact, there appears to be a drive to accept and allow for 
such a challenging balance.  
 
"I suppose it's a bit of a balancing act; so is having autonomy as a clinical 
psychologist that you are but also integrating as a team member so that certainly is a 
balance and I think it's something that I've had to wake up to a little bit as I would 
have been extremely autonomous before now" (Gillian) 
 
The balance between the individual autonomy and the team work is particularly difficult. As 
indicated by 'Fiona' and 'Carl' the team input in some cases can be seen as holding precedence 
and in turn takes part of the clinicians autonomy. Therefore it appears to be a bit of a battle 
for clinical psychologists to hold their important role as a member of the multidisciplinary 
team while attempting to grasp onto their own autonomous work. This battle seems so 
complex and hard fought that some may bend to the team, surrendering a large proportion of 
their autonomy for the sake of longevity within the team based service and environment they 
find themselves practicing within. 
  
'Debbie' noted the differences in autonomy within the profession of clinical psychology in 
relation to the service and sector they work in. Interestingly yet similar to other aspects of 
professionalism, autonomy is very team, service and sector dependant and can vary 
considerably. In this extract it is clear that the participant has observed a distinct difference in 
levels of autonomy between the public sector (HSE namely) and the private sector. They also 
indicate at an interpretative level a portion of acceptance for such an accommodation or 





"I'd say there's 80% autonomy in this job it's okay it's not as autonomous as private 
work there's a safety in working in the HSE and working in a job like this that means 
you know you always have work and that safety wouldn’t be there in private work 
either; you always have the work you always have the pay you always have the things 
at the end of the day which and you know there's a trade of to those things" (Debbie) 
 
This extract can be interpreted as the individual resigning themselves to the reduced 
autonomy experienced in the public service as a result of the benefits it encompasses, such as 
a regular salary. That they are willing to sacrifice their originally significant autonomy as an 
acceptable "trade-off", rather than continuing the arduous ongoing battle of autonomous 
practice within a team. 
 
This interesting lack of motivation or acknowledgement regarding a need for changes to 
autonomy, despite its problematic nature and continuous negotiation, is depicted in this final 
extract. It acts as a conflicting factor in relation to the internal aspects of professionalism. 
Namely, in relation to Knowledge and Responsibility both of which produce their own 
difficulties but are interpreted by the clinical psychologists as requiring change. This raises 
questions as to why the problematic autonomy is not interpreted as necessitating any 
changes?  
  
"I think autonomy isn't something that comes up for me M so it's not something that I 









CHAPTER 5: DISCUSSION 
 
5.1 Chapter Introduction  
This chapter aims to provide a detailed discussion of the current study's findings. Firstly, the 
research question of this study will be reiterated and a summary of the findings shall be 
provided. The relevant literature as presented in chapter 2 will be interpreted in conjunction 
with the current research findings. Following on from same, the limitations and strengths of 
the current piece of research will be examined. Recommendations regarding future research, 
clinical practice and potential policy implications will be considered. Finally, this chapter will 




Before we begin this chapter, it is imperative to name the contextual background in which it 
falls. Currently, within the world of psychology in Ireland there is a new and developing 
influx of counselling psychologists which is important for the progression of psychological 
services provided to the clients. However, a challenge regarding psychology posts and 
available jobs has emerged. It appears the Counselling Psychologists believe that they are 
eligible and entitled to apply and interview for clinical psychology jobs. This is reflected in 
the review and overhaul of the clinical psychology national interview process. It is proposed 
that this summer, of 2016, clinical, counselling and educational psychologists will all 
interview together for the placement on a communal panel. This context needs to be 
acknowledged in relation to the current study, as within the data there has been a significant 
repetition of concerns regarding same from the current participant pool. This recent debate 
and probable changes appear to be at the forefront of the majority of participants minds. 
Therefore, it would be negligent not to acknowledge the emergence of such a significant 
point of concern. It was not included in the analysis section as it is not directly related to the 





5.3 Review of the research question 
The limited literature on professionalization within the field of clinical psychology led to an 
exploration within alternative fields, namely teaching and nursing. It was proposed by the 
literature of said fields that autonomy, responsibility and knowledge were key in the 
development of professionalism (Okas et al, 2014). The current study sought to investigate 
the possibility of the presence of the above claims within clinical psychology. It also aimed to 
explore, clinical psychologists experience of professionalization due to the significant dearth 
of literature in the area. Therefore, one overarching research question was developed; 'What 
are clinical psychologists' understanding, interpretation and experience of 
professionalization'. 
 
5.4 Findings in context of previous literature 
Within this section main findings of the current study are discussed in the context of existing 
empirical literature. As illustrated in chapter 4, the current study established two main themes 
in relation to clinical psychologists interpretation of professionalization: 'standardisation' and 
'Internal characteristics, alteration? Or acceptable?'. The latter theme refers to the internal 
constructs of professionalism while the first superordinate theme is in relation to the external 
sources required for professionalization. In order to ensure clarity the subordinate themes 
shall be used as headings, in order to help manage the previous research and how it applies, 
and is relevant to the present study. 
 
5.4.1 Supervision 
According to a wide variety of research studies including that conducted by the American 
Psychological Association (2014), supervision of clinical psychologists has been deemed to 
be a core competency of the profession (Barnett et al, 2007 b; Falender et al, 2004; Falender 
and Shafranske, 2014). Falender and Shafranske (2014) describe it as playing an essential 
role in the development of psychologists while in turn considerably impacting on the service 
provided and the client population. Holt et al (2015) research stated supervision engages in 
such a development by expanding on the necessary skills for the provision of effective and 
ethical clinical input (Barnett et al, 2007 b). The results of the current study are found to 
support the above previously detailed literature. The data highlights the intrinsic role 
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supervision plays in the professionalization of clinical psychology. It also goes as far as to 
describe supervision in a similar fashion to that of Barnett et al (2007 b) and Holt et al 
(2015), as an expansion of skills required for effective and ethical treatment. 
 
According to Ellis et al (2015) recommendations regarding regular and standardised 
supervision should occur at a ratio of 1:5 hours of clinical work. Falender (2014) and 
Falender and Shafranske's (2014) research explains that the standardisation of supervision has 
accompanied the competency movement within psychology and clinical psychology. This 
model of practice is reported to aspire to ensure that the level of supervision provided to 
clinicians reaches a particular set of standards. In relation to psychology within Ireland, the 
provisional document detailing policy around supervision has been developed by the PSI 
(2014) and it emphasises and promotes the necessity for career-long supervision. Codes of 
professional guidelines from both the PSI (2010) and the BPS (2009) mandate that clinicians 
consult with colleagues when faced with challenging situations/clients. The present study 
appeared to support the above literature as it details standardised and regular engagement in 
supervision by the participants. They perceive it as a positive and supportive part of 
professionalization in clinical psychology. Supervision in relation to the current participant 
pool does however take one step further, establishing that a standard monthly supervision is 
scheduled both on an individual and group-based approach, resulting in two opportunities per 
month to avail of clinical supervision. Despite the request of the PSI for colleague 
consultation when challenges arise, this is not as standardised as is currently experienced by 
the participants in this study who appear to be more advanced than is indicated in the 
previous research. This adds something new to the current literature as Irelands Clinical 
Psychologists are to the forefront of the advancement of clinicians ability to, and facilities for 
engagement in standardised monthly supervision. 
 
Barnett et al's (2007 b) study has highlighted the role of supervision and supervisors in the 
addressing of competence issues of their supervisees. While numerous other studies alongside 
Barrett et al's (2007 b) indicated that said responsibility of supervisors is needed to not only 
protect the clinician they support but also of particular importance, the clients (Falender, 
2014; Falender and Shafranske, 2014). As illustrated in the previous chapter, this subordinate 
theme reflects a concern from its clinical psychology participants that a reduction or an 
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interference with the standardised supervision would lead to both their work and clients 
suffering. Despite the acknowledgement that through supervision the supervisee/clinician will 
experience a positive impact on their competence and efficacy, and loosely that this 
competence has positive effects on the clients, no direct link has yet been found between 
supervision and client outcome. As indicated by previous attempts at comparative studies 
regarding said possible link, there are numerous ethical difficulties with regards to 
withholding supervision and in turn impeding such an exploration. Conversely, the current 
participants reported experiencing that supervision does in fact impact on their clients and 
profession as a whole. Furthermore, if the uniform standardisation of their supervisory 
process was tampered with, they interpret it as having negative implications for their clients, 
their practice and their professionalization. Despite the lack of quantitative data to suggest a 
direct link, this piece of research adds alternative data to the literature that indicates a 
qualitative perception that clients wellbeing is effected by the positive supervisory 
experiences of the clinician.  
 
The current findings emphasise the importance and centrality of supervision to clinical 
psychologists practice and professionalization. Their acknowledgement of seeking external 
supervision despite the financial implications when their regular supervision is absent, due to 
some unforeseen circumstance, is a particularly powerful statement. This sits neatly with 
Barnett et al's (2007 b) assertion regarding the essentiality of supervision throughout the 
career path of those psychologists in clinical training to qualified clinical psychologists. 
 
This current research study adds to the literature of supervision as a key concept necessary 
for professionalization of clinical psychologists through its acknowledgement of the dangers 
of practicing, unsupervised. Such unhelpful and unsafe practice is depicted as having 
significant implications for the vulnerable individuals who receive such unsupervised input. 






5.4.2 Continuing Professional Development 
Previous research from Taylor and Neimeyer (2015) indicates the significant role CPD plays 
in the development and maintenance of the clinical psychology profession. They detailed 
along with Neimeyer et al (2010), that a commitment to CPD is connected with the 
professionals' increased personal satisfaction, professional competence and self-efficacy. The 
current findings appear to support said research as the participants acknowledged CPD's role 
in the development and maintenance of the profession. 
 
On review of the professional and ethical standards provided by the governing bodies, the 
Psychological Society of Ireland (PSI) and the British Psychological Society (BPS), 
engagement in CPD holds an ethical mandate. Such mandatory standards are detailed in the 
codes of ethics which highlight the purpose of engagement in striving to uphold and further 
advance high standards of professional competency (PSI, 2010). According to the present 
study's findings said standardisation and scheduling of CPD only exists in particular areas of 
clinical psychology within the HSE. This lack of continuity and equality across the Irish HSE 
goes against the literature base and codes of ethics which indicate a mandatory requirement 
of engagement. Therefore it adds incompatible yet important information to the current 
literature base. 
 
According to Taylor and Neimeyer (2015) there is a distinct variation in CPD events engaged 
in by clinical psychologists due to the fact that the responsibility to attend lies with the 
individual themselves. Their research indicates that the significant factors involved in 
choosing CPD is dependent on the individual psychologists personally perceived needs and 
area of interest. Neimeyer et al's (2010) research also supports the above findings as they 
detail the impact of practitioners work environment and service on the chosen CPD events. 
The current data presents a similar finding in noting a variation in CPD events engaged in. 
Their interpretation goes on to highlight how such variations in the availability and exposure 
to CPD will impact on the professional and service available to clients. Ethically, this finding 
does not sit well as such a variation in clinical psychology professionals and the service they 
offer may possibly result in some individuals receiving higher, and more strikingly, lesser 
quality clinical psychologists. It is hypothesised that without a degree of standardisation in 
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terms of CPD available and the time provided to it, the above risk may manifest itself. This 
new and striking finding adds a novel and particularly important perception and approach to 
CPD in the context of Professionalization. It appears the current participants are suggesting 
that how CPD is implemented nationally, i.e. the unequal and varied distribution and 
availability, is unethical. Further exploration into said statement/interpretation and the 
implications of same would be vital. 
 
As Neimeyer et al (2010) also indicated, a secondary factor in the selection of CPD was cost 
and convenience. The present findings made a similar assessment as they highlighted the 
impact of similar external factors on the participants ability to engage in valuable CPD. These 
included the availability of funding and time away from their service. It was noted that with 
the impact of such fluctuating external factors, CPD currently could not be deemed as 
standardised. 
 
Previous literature has explored the positive impacts of CPD on the professional and, in turn, 
the service they provide. From this current piece of research an acknowledgement of the 
negative implications for clients when their clinical psychologist is not engaged in regular 
CPD was recognised. This variation from previous literature is one that deserves further 
investigation and, as stated in the analysis chapter provides support for the quest for 
standardisation. 
 
A final and meaningful finding within this subordinate theme was the acknowledgement of 
the possible shortcoming in terms of the standardisation of CPD. This is particularly 
noteworthy as it strays against the grain of previous literature in one way and supports it in 
another. Clarity is vital in the case of such an ambiguous statement. The interpreted data 
explores how in seeking standardisation of CPD it may in fact result in a separation from the 
original goal of CPD within clinical psychology, as detailed by Taylor and Neimeyer (2015), 
which is to engage in training/CPD which target clinicians' needs and gaps in learning. 
Therefore, in turn by suggesting standardisation may have ill effects this finding goes against 
previous literature, adding a novel perspective, and yet its acknowledgement of the aim of 
CPD supports other research.  
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The current findings highlight and interpreted a distinct need for structured and more 
importantly scheduled CPD within their clinical timetable. This interpretation acts as a novel 
additive to the literature base within professionalization and also CPD and its standardisation 
within clinical psychology. Through the timetabling of said CPD, it allows for the liberation 
of the clinicians time which would be better spent on client contact. 
 
5.4.3 Self-Care 
According to Goncher  et al (2013) self-care is an active and ongoing process which attempts 
to create balance for individual clinicians between their professional and personal lives. The 
aim of this is to develop and maintain a professional's overall well-being. Pakenham and 
Stafford-Brown (2012) supports Goncher et al's (2013) research and so too does the current 
study. Its findings emphasise the significant role self-care plays in the participants' lives and 
professions. They too acknowledge the sense of well-being experienced through the self-
care/personal and professional life balance. 
 
As indicated in chapter 4, personal therapy as described by Daw and Joseph (2007) was 
reported to be characterised as another form of self care. Participants stated that their 
engagement in personal therapy was interpreted as enhancing self-esteem/well-being and 
clinical competence and functioning, which is similar to that of research conducted 
previously by Norcross (2005). According to Pakenham and Stafford-Brown's (2012) 
research 22% of their psychology participants chose their engagement in personal therapy as 
a central contributor to functional, healthy personal and professional lives. With regards to 
the present study, its results indicate an understanding of the impact of personal therapy and 
the processes within it on professional practice carried out in the clinic room. Daw and 
Joseph (2007) supports such a statement from Pakenham and Stafford Brown (2012) as they 
identify such personal and professional competence to be informed by the containment and 
processing of challenges and difficulties experienced in their practice. They also noted that 
personal exploration achieved through personal therapy increases insight into an individual's 
personal triggers. According to the current findings awareness and exploration of one's own 
triggers, blind spots and maintaining factors are all perceived as being increased through 
participation in personal therapy. 
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Findings from this current study also support Pakenham and Stafford Brown's (2012) 
statement that through the processing and alleviation of challenges and stresses inherent in 
professional clinical psychology, through personal therapy, an individual clinicians emotional 
and mental functioning will be encouraged and promoted. This is an important process as 
current participants highlight particular energy levels and motivation necessary in order to 
foster and maintain ethical and competent input with a demanding client population. 
 
Not only is the professional psychologist's well-being impacted by the engagement and self-
care but so too is their professional practice. There has been a significant amount of research 
into the possible risks of distress experienced by clinical psychologists. Chapter 1 highlights 
such risks of a wide range of mental health difficulties, for example, anxiety (Barnett et al, 
2007 a), depression (O'Connor, 2001) and substance misuse (Gilroy et al, 2002). Research by 
Bearse et al (2013) and Pakenham (2015) also described risks such as vicarious trauma, 
burnout and distress. Earlier research conducted by Mahoney (1997) reported that the 
emotional exhaustion experienced by clinicians who were described as burnt out, impacted 
on the therapists' clinical effectiveness. According to Pakenham and Stafford-Brown (2012) 
self-care is reported to act as a preventative approach in protecting the individual clinical 
psychologists and very importantly, the clients. They go on to elaborate on the damaging 
consequences of the above potential risks, on the clinicians' professional practice. The current 
research findings support the above previous literature as it indicates an acknowledgement of 
the positive effects self-care has on the service they provide to their clients. They are reported 
to hope for further emphasis on self-care in order to protect their clients and profession. They 
also acknowledge the limited structure and standards around the implementation and mandate 
of self-care despite the ethical standards provided by psychological societies (American 
Psychological Association, 2010; Australian Psychological Society, 2013; The British 
Psychological Society, 2009), namely the PSI (2010) in Ireland. The findings also report an 
expectation that such standards will be organised and executed in a structured manner. 
Regardless of limited standardised and structured protocol regarding self-care, the present 
findings support the hypothesised future provision of same as they acknowledge the impact 
of clients and their presentation of difficulties on a clinician's resilience, mental strength and, 




As Goncher et al (2013) established that due to the ethical and competence implications of 
self-care it has become recognised as a core competency required for entry into practising 
clinical psychology. This is supported by the present research as the findings highlight the 
progression in training programs towards mandatory self-care engagement as a step towards 
resilient and reflective qualified clinical psychologists. It is pertinent, however, to 
acknowledge some current findings which are particularly relative but do not necessarily fit 
directly with the previous literature reviewed as part of this study. There appear to be 
practical implications with regards to the continuity between training and qualification. The 
current practising clinical psychologist participant pool recognise the distinct lack of support 
or promotion of self-care within the field of clinical practice. With this in mind, the return to, 
the hope and expectation of the introduction of mandatory standardisation of self-care 
activities to maintain and promote well-being, act preventatively against impairment and 
consequently increase clinical competence within their practice. 
 
Both the current research and previous literature emphasise the need for mandatory structures 
regarding engagement in personal therapy through the acknowledgement of obligatory 20 
hours of personal therapy for those Psychologists in Clinical Training. This, however, 
according to the present findings is reported to be quite varied within the training 
programmes and Universities in Ireland, with some suggesting engagement but not setting it 
as a requirement. This variation is reported to continue into qualified professional clinical 
psychology. Despite the range of benefits experienced by clinicians through participation in 
personal therapy a standardised approach or mandated engagement has not been introduced. 
This is indicated in the current findings as participants acknowledge the growing support for 
compulsory engagement in personal therapy within training. They also noted how this 
support for personal therapy does not continue into the professional practice. Said variations 
are also reflected in the governing bodies. According to Daw and Joseph (2007), the British 
Psychological Society sets requirements of 40 hours of personal therapy for the chartered 
counselling psychologists yet clinical psychologists do not have set mandatory hours. One 
participant in particular noted possible limitations of standardisation and compulsory nature 
of personal therapy among clinical psychologists. They highlighted how problematic it would 
be to ascertain the level to which an individual engages in personal therapy. For example, one 
individual may engage wholeheartedly within 20 hours while another may attend 40 hours of 
personal therapy and may vary in terms of their level of engagement. This would certainly 
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present challenges with the establishment of standard hours required for clinical 
psychologists. 
 
In light of the current research studies findings, the lead researchers view of clinical 
psychologists self care and professionalization within contemporary Ireland  has altered in 
comparison to the beginning of the study. The original positioning of the researcher indicated 
a hunger for further knowledge regarding the role and application of self-care within the field 
of clinical psychology. The current research study emphasises the central role clinical 
psychologists perceive self-care has on them as an individual, on their practice and in turn the 
service provided to their clients and its positive impact on the clients outcome and wellbeing. 
The current participants believe self-care, including personal therapy, are core characteristics 
involved in clinical psychologists professionalization. They also highlighted that without its 
presence and engagement by the clinicians, then, professionalization will fail to be. These 
findings support the initial personal positioning of the lead researcher. Where the 
view/positioning has altered is in the acknowledgment of the current participants that a 
culture of self-care promotion has not translated from the training programmes into the 
clinical practice environment. This is problematic as it goes against significant amounts of 
literature which emphasises the need for self-care, as discussed previously. It is also worrying 
as it is within clinical practice that the levels of stress, pressure, traumatisation and burnout 
generally occur as the client contact increases tenfold from clinical training. Therefore, the 
role of, and need for self-care amplifies.  Yet it is the experience of the current participant 
pool that the ethos of emphasis and promotion  on self-care has failed to transfer. Despite this 
problematic and worrying realisation, it adds fuel to the researchers sense and experience, 
that the application self-care within the clinical environment of psychologists needs to 
continue to be reviewed and developed in order to nourish and protect those diligent and 
committed clinical psychologists who work directly with many vulnerable populations.   
 
5.4.4 Training 
According to the findings the present participant pool recognise current training processes as 
being acceptably standardised. They also noted that such training standards have progressed 
and changed significantly over time. This is in accordance with the previous research 
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conducted by Carr (2015) and McLoone (2014) which depicted long and continuous 
development in the professional training of clinical psychologists. This included the 
progression from university diplomas, PSI specific training diplomas, Masters to the current 
PhD or doctorate training programs. These changes are interpreted by the current participants 
as a significant advancement in professionalization. 
 
Carr (2015) also noted the inclusion of research thesis and an expansion of core placements 
and client populations as part of the evolution of clinical psychology training programs. In 
addition, the findings of the present study's confirmed Carr's (2015) statement as they 
acknowledged the comparatively significant developed academic, practical and research 
components of training. Interestingly, its participants made comparisons between previous 
and historical means of training and given the current training approaches they found it 
difficult to comprehend how a professional clinician might deem themselves competent 
enough to practice without the standardised  training approach presently in operation. This 
adds to the current literature as the participants highlight their perception that previous forms 
of training/qualifications were in fact insufficient and unethical as an undergraduate would 
not be deemed an adequate level of education in order to meet the professionalization needs 
of a clinical psychologist. More importantly it would not be a satisfactory level to meet the 
needs of the vulnerable clients and to provide safe and ethical psychological input. 
 
Previous literature explores how along with the development of the training programs, so too 
has the content involved developed. With the shifting focus within the profession of clinical 
psychology toward required core competencies, the training program content has also 
developed. For example Taylor and Neimeyer's (2015) research highlights the importance of 
promoting CPD within training to ensure the establishment of an ethos of lifelong learning. 
Current findings support the above literature as participants state that the standardised and 
regulated form of training is only the beginning of the process for clinical psychologists. The 
inclusion of ongoing continued professional and personal development essential to 
psychologists career path. Later research by Bamonti et al (2014) explicitly described a 
requirement for the establishment of a culture of self-care within training programs. That 
study along with numerous other authors, for example Goncher et al (2013) and Pakenham 
(2015), stated that the fostering such a self-care culture would support the development and 
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establishment of healthy behaviours early in a clinicians life and career. Such an 
acknowledgement was also made by the current research findings as they highlight the need 
for increased progression and support for the inclusion of and standardisation of same within 
clinical psychology training programs. 
 
Once again, this area of self-care in the context of training has amended the lead researchers 
view and personal positioning of self-care and professionalization within contemporary 
Ireland. The current participant pool emphasises the need for the inclusion of self-care from 
the beginning of a clinical psychologists education, and in turn career, in order to aid in the 
cultural shift. They proposed that this shift or modification would move towards an ethos of 
nourishment and support for the clinicians which would encourage less fear within teams. 
Would lead to more open communication, exploration, enhanced relationships and very 
importantly a superior service. Offering direct support as to why self-care and professional 
development is central to the professionalization, safety and wellbeing of clinicians. 
 
5.4.5 Registration 
Swain's (2014) research established a multitude of defining characteristics of the profession. 
One of which was an affiliation of the profession's members to a professional body they are 
then in fact accountable to said governing body. In relation to clinical psychology within 
Ireland, the governing body is Psychological Society of Ireland (PSI). According to the 
current data, the PSI has received particularly mixed reviews. As indicated by previous 
literature conducted by Swain (2014) professional bodies are responsible for the provision of 
codes of ethics and standards. The present study's participants support this statement of 
Swain's (2014) as they recognise and understand PSI to be imperative to the clinical practice 
through the provision of guidelines and support. A small portion of participants also indicated 
a belief that without being registered with the PSI, one cannot be deemed as engaging in 
professionalization. 
 
On the other hand, a proportion of the current participants interpret the regulatory/governing 
body of the PSI to be particularly problematic. They reported that they feel the PSI does not 
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meet their needs as clinical psychologists and therefore is not fit for purpose. Interestingly, 
previous literature highlighted similar concerns with regards to the PSI's voluntary 
membership along with that significantly broad and all-encompassing nature of the 
professional body which has led to ambiguity around who qualifies as a practising 
psychologist. It is understandable that with such levels of ambiguity and flexibility in relation 
to membership that professional clinical psychologists might feel underrepresented and 
unsupported by their theoretical professional body. 
 
The emergence of an outlying opinion, from the data, provides both support and a divergence 
from the above statement regarding the limited nature of the Irish psychological professional 
body. This particular participant felt no affiliation or need for said affiliation with any 
professional body as they interpreted the regulation on standardisation provided by their 
supportive employer sufficient to fulfil her obligation as an ethical and effective clinical 
psychologist. As indicated, such an understanding is supportive in relation to the perceived 
problematic nature of the PSI. Yet, it is also conflicting, as such a statement pushes away 
from the literature highlighting the importance of governing and regulatory bodies necessary 
for professionalization, along with the superordinate theme of standardisation. 
 
Due to the above named ambiguity and the legal implications of enforcing standards and 
codes of ethics necessary within the profession statutory registration has been established 
(Swain, 2014) through the guidance of the Health and Social Care Professionals Act (2005) 
and the Amended Health and Social Care Professionals Act (2012). In the case of clinical 
psychology and Ireland, said body is known as CORU. The current data along with research 
from Swain (2014) noted the population by which CORU aims to regulate covers all allied 
health professions. It can be interpreted for some participants of the current study that this 
move is from one broad ambiguous governing body to another. As indicated in the previous 
chapter an interpretation of the above problematic ambiguity and all encompassing of the 
novel regulatory body of CORU has been deemed by the current participant pool as 
disrespectful. This disrespect is not only for clinical psychologists but all professions at 
which they are lumping in together into CORU, without any liaison regarding their specific 
needs and requirements. According to previous literature Swain (2014) highlights concerns 
regarding cost of membership, what ethical guidelines will be applied and how might CORU 
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supervise and enforce standards of expertise in the training of the clinical psychology 
profession and their continued professional development without the input or consultation 
and knowledge of the clinical psychology discipline and its specialised requirements. These 
concerns are supported by the current research as participants expressed a distinct lack of 
clarity in relation to CORU, its aims, its entry requirements, its ethical guidelines, how these 
will be enforced. And most importantly the participants noted apprehension around how these 
factors will apply to the profession of clinical psychology in comparison to the other 
disciplines CORU is said to regulate. Interestingly and to a degree, a level of disheartenment, 
through the direct discussion with staff within CORU, during the period of reviewing the 
literature, they clearly stated there is in fact no liaison has occurred and structures or policies 
in place for clinical psychology as of yet (CORU information staff, personal communication, 
July 24, 2016).  
 
5.4.6 Knowledge, Responsibility and Autonomy 
Edmond et al (2012) and Okas et al (2014) stated that knowledge within a profession is 
characterised by specific skills and beliefs which are based on theory and empirical research 
that are explicit to the field in question. In the case of clinical psychology and the current 
findings, there is an acceptance that the competence and skills gained through professional 
training and is solidified with engagement in CPD and the interpretation of knowledge 
provided. This corresponds well with Baillie (2015) and Phillips Bingham's (2015) research, 
both of which highlight knowledge as vital to a profession and being comprised of underlying 
skills, principles and systematic theories. 
 
Interestingly Taylor and Neimeyer (2015) discussed a particularly relevant point from 
previous research by Neimeyer et al. (2014) which stated that knowledge durability within 
specialised areas such as professional clinical psychology are understood to reduce noticeably 
over the space of three to four years. The current data interprets knowledge as an active 
process which requires lifelong engagement in order to access the continuously updating and 
changing research base. The use of the metaphor that knowledge is not a destination or an 
end result but a journey, or an ongoing process that requires the input of energy in order to 
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maintain and advance, was quite a powerful image provided by the current data and 
supported by the research indicated. 
 
Baillie's (2015) research included an alternative definition of the profession which noted the 
use of specialist knowledge and skills in the provision of and commitment to their 
professional duty of increased client well-being. This is also reflected in the current findings 
which understand the purpose of knowledge within clinical psychology as to promote well-
being within their client population. It is proposed by the data that this can be achieved by 
changing how the knowledge is used and shared. A divergence from same was interestingly 
indicated by a current participant who highlighted a sense of fear regarding said sharing of 
knowledge as it may dilute the importance and requirement for clinical psychologists. This 
inferiority or possible perceived inferiority impacts on and exacerbates the 'imposter 
syndrome' experienced by many clinical psychologists. This adds to the current literature 
base as it adds an alternative perspective grounded in the clinicians experience. 
 
In relation to responsibility, the present participants interpret their clinical psychology 
profession as containing significant levels of responsibility. This responsibility, according to 
Okas et al (2014) and supported by Baillie (2015) refers to a professional's capacity to make 
ethical choices while promoting the application of their knowledge. The British 
Psychological Society (BPS, 2009) code of ethics explicitly states that clinicians commit to 
this responsibility to "uphold the highest standards of professionalism, and to promote ethical 
behaviour, attitudes and judgements" (BPS, 2009, p. 2). This considerable level of 
responsibility is supported by the current findings. There is, however, a slight divergence 
from the literature as responsibility is also perceived by the current participants to exist in a 
shared format which adds to their interpretation of professionalism and to the literature base. 
This concept of responsibility is reported to vary from service to service and team to team. 
This limitation is acknowledged alongside the challenge of blurred boundaries in relation to 
responsibility between professionals and disciplines. The BPS (2009) details the importance 
of clinical psychologists practising within their skill set, experience and training, while being 
aware of their limits regarding same. Current participants acknowledge said importance 
regarding an awareness of the limits and also that of other disciplines. They detail the need 
for an open discussion with said disciplines regarding levels of responsibility required of each 
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clinician while allowing space and acceptance of the limits to the same responsibility. 
Ultimately, despite the need for responsibility as a part of professionalism (APA, 2014; 
Baillie, 2015; BPS, 2009; Okas et al, 2014; Phillips Bingham, 2015; PSI, 2010) the current 
research study findings indicate a distinct need for review and possible changes to the 
responsibilities, applied to clinical psychologists at different professional grades and also 
those which have been removed or interfered with by other disciplines.  
 
Finally, according to previous literature conducted by numerous sources, Baillie (2015), 
Ginns et al (2001), Okas et al (2014) and Phillips Bingham (2015), autonomy refers to a 
professional’s ability to practice a in self-directed manner in order to meet their desired 
outcomes, independent from external controls yet bound by codes of conduct. Current 
findings support the above definition and the presence and importance of autonomy within 
the professionalism and practice of clinical psychology. Contrary to the preceding literature 
however, autonomy is not as straightforward as initially perceived. The present study 
interprets this core aspect of professionalism as problematic. Interestingly and similar to its 
counterparts of knowledge and responsibility, autonomy, despite the need for negotiation and 
the emergence of significant challenges, is not interpreted as requiring any alteration. Such 
challenges include the difficulty maintaining autonomy while immersed in a team structure 
and navigating the varied levels of autonomy within the diverse teams and services. This 
certainly adds to the current literature base as it appears that due to the multitude of 
challenges regarding this aspect and the sheer difficulty for the clinician in balancing their 
own autonomy while practicing within a team is so intricate they appear to give up. In turn 
they resign themselves to the complexities of autonomy and do not attempt to challenge or 
implement any change. 
 
5.5 Limitations of the study 
With all research comes some level of limitations and the current study is no exception. A 
noticeable limitation was with regards to the present participant pool. Firstly, the current 
sample provides the experiences and interpretations of only a small number of individuals. 
This may impact on and hinder the already difficult generalisability of qualitative findings 
and further limit the extent to which the findings can be applied to other clinical 
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psychologists. However, given the use of IPA within this study, the current sample size of 10 
is considered acceptable as Smith et al (2009) suggests the sample size between 3 and 6 
participants are sufficient for an IPA study. As IPA as a methodology is ideographic in 
nature, the aim of this research was to explore individual experiences rather than making 
generalisable claims regarding the wider population. The study aspires to understand the 
meaning and interpretation of the individual psychologists experience rather than being to 
substantiate the reliability of their reports. 
 
Following on from that is a limited male to female ratio within the sample, which was 1:4. 
This is not an equal distribution, however, this ratio is fairly indicative of the current state of 
gender ratio within clinical psychology in Ireland today. Along with the gender ratio, there 
appears to be significant loading towards staff grade clinical psychologists in the current 
sample. With 8 of the 10 participants practising within staff grade roles. Generally, following 
2 years of clinical practice, clinical psychologists are eligible for senior grade positions. Said 
staff grade loading would lead one to believe that the current participant pool are 
predominantly duly qualified. However, this is not the case. All current participants were 
qualified a minimum of 2 years with some qualifying 10 years previous despite their staff 
grade status. The staff grade loading appears to be present historically in some areas of the 
HSE which may have impacted on the current participant pool. Leading on from this, it is 
important to note that the current sample is not a national sample as not all HSE areas are 
represented by the pool of participants. 
 
As detailed in the methodology the current participants were accessed through the dispersion 
of emails through the HPSI group of principal psychologists nationally. Firstly, the principal 
psychologists in attendance of the HPSI group were requested to distribute the email within 
their services. This was not compulsory therefore the email distribution was dependent on the 
principles interest and motivation regarding same. Along with that, the extent to which 
participation was encouraged or promoted will also have been principal dependent. Next 
those participants who expressed interest through the return email ultimately chose to take 
part in the study. It is possible that this group of individuals may differ in their experience 
and interpretation of professionalization from those who did not participate. They evidently 




As the lead researcher of the current study is a psychologist in clinical training and the 
participants are qualified clinical psychologists the nature of the information disclosed may 
have been limited or altered by this possible power imbalance. Participants may have felt 
pressure to provide "the right answer" to the clinical trainee. While the researcher as a 
psychologist in clinical training may not have felt as comfortable prompting or enquiring 
further with the participants as they may have with an alternative pool. 
 
A concluding limitation of the current study may be the lack of continuity with regards to the 
location of interviews. Each semi-structured interview was engaged in, in the individual 
service or office available to the participants rather than a consistent location provided by the 
researcher. The aim of this flexible approach with regards to location was to ensure the 
comfort of each participant while building rapport and also arranging the interviews at the 
most appropriate time to accommodate the very busy schedules of each clinical psychologist. 
 
5.6 Strengths of the current research 
The current piece of research possesses numerous strengths dispersed across the project. For 
example, given the limited empirical research into the area of professionalization and 
professionalism within clinical psychology a broader literature review was engaged in. The 
inclusion of such a extensive base of literature aids in the effective contextualisation of the 
current findings. Given the limited research on professionalization as a whole, a similar 
approach in terms of the identification of other comparatively relevant empirical literature 
may be employed in future studies.  
 
This study endeavoured to address the significant dearth of research in the area of 
professionalization and specifically in relation to clinical psychology. To date, the literature 
into professionalization and professionalism appears to be internationally limited while also 
quite descriptive. The current study aspires to investigate professionalization in a more 
exploratory manner while also applying it to clinical psychology which is particularly under 
researched in this area. 
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Another strength lies with the participant pool and sample itself. Current research benefits 
from recruiting a relatively large group of participants of 10 as opposed to the suggested 3 to 
6 required for IPA studies. While the sample was considered largely homogenous in terms of 
training and employment in the field of clinical psychology, there were some notable 
differences. These included; years of experience, particular grades within the profession, 
areas of practice and gender. As this was an exploratory piece of research these differences 
are considered as strengths. Such size and variation aids the production of a diverse insight 
into the experiences and interpretations of the population which adds to the transfer ability of 
the study. 
 
The use of IPA within this particular study assisted in the construction of a rich subjective 
narrative around the interpretation of professionalization for the clinical psychology 
population which is currently relevant. Despite the labour-intensive nature of IPA, alternative 
approaches such as thematic or discourse analysis would not necessarily have produced an 
equivalent level of insight into the clinicians' experience and interpretation of 
professionalization. IPA was specifically well suited to the current research question as it 
aspires to make sense of how people/their participants make sense of their own world and 
experiences. 
 
Limitations notwithstanding, the findings of the present study provide a valuable insight into 
the experiences of Irish clinical psychologists in terms of professionalization. A strength can 
be acknowledged in the emergence and embedding of the current themes from the interview 
data. In order to capitalize on the validity, the data and emerging themes were continually 
checked and questioned to ensure they were embedded in participant experiences. A key 
finding of this research is the lack of continuity in relation to perceived changes necessary 
with regards to internal characteristics, namely responsibility, knowledge and autonomy. 
Interestingly, two of these three internal characteristics were reported to require a level of 
change. The clinical psychologists felt that some aspects of responsibility and knowledge did 
not sit well with them and required review. Autonomy too, was perceived and interpreted as 
not necessarily ideal or appropriate for the current pool of participants, yet there was no 
proposition or proposal of change. This leads one to be curious as to what leaves autonomy 
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so different and not requiring similar alterations? Finally, it is hoped the findings of this study 
be of interest and service to clinicians, management and services in the future. 
 
5.7 Future research 
Possible future research, based on the evaluation of the current research study might seek to 
explore the current findings and themes in more detail and from alternative perspectives. For 
example, previously there has been emphasis in the empirical literature on the central aspects 
of clinical psychology practice, namely, supervision, continued professional development, 
self care etc. As discussed previously, these aspects have been found, by the present study, to 
play an important role for clinical psychologists in their understanding and interpretation of 
professionalization. Further research into each one of these aspects and how they interrelate 
in order to constitute the profession and/or practitioners within it, would be beneficial. 
  
As noted earlier in this chapter, the key finding of this study was the discrepancy in the call 
for a transformation, between the internal characteristics of autonomy, responsibility and 
knowledge. Despite the acknowledgement of autonomy requiring constant negotiation and 
providing particular challenges, it was not interpreted as requiring alteration or modification. 
Conversely, an inference regarding amendments to responsibility and knowledge was made 
as a result of the challenges they presented to the profession of clinical psychology. 
Supplementary research into what differences lie within these internal characteristics would 
provide an interesting insight into professionalism and clinical psychology. Leading on from 
possible investigations into the discrepancies and transformations, an exploration into what 
perceived changes clinical psychologists would like to see within their levels of responsibility 
and knowledge base? What alterations do they believe will aid and facilitate professionalism 
of their field? Another hypothesis for further research into professionalism within Irish 
clinical psychologists, could be the autonomy dilemma presented previously in this chapter 
and the 'Analysis' chapter. An investigation into what specifically, it is about autonomy and 




Along with the resulting theme of 'Internal characteristics, alteration? Or acceptable?', the 
theme of 'standardisation' also emerged. According to the findings, only one or two of the 
fundamental aspects perceived to be involved in professionalization, had a satisfactory level 
of standardisation, and that was supervision and training. With the remaining characteristics 
falling short and requiring an increased level of standardisation, an investigation into each 
one (e.g. CPD, registration, self-care) and what is necessary for inclusion to ensure profession 
specific standardisation could be beneficial. For example, what needs to be included in the 
provision of CPD to ensure best outcomes and the most appropriate and evidence-based 
implementation (e.g. content, time allocated, review structures)? 
 
Due to the geographically restricted participant pool, future research might replicate the study 
using a more national sample more equally distributed across Ireland. The use of further 
qualitative methodologies in future research, namely IPA will provide rich narrative data only 
to be gleamed from qualitative research while also exploring and highlighting the perspective 
and understanding of their participants directly. The use of quantitative research also has a 
role in relation to this field of study. For example, an investigation into whether a correlation 
exists between CPD involvement and/or satisfaction and levels of professionalization. 
 
As recorded in the findings of the study, supervision within clinical psychology appears to 
have unique attributes. It would be interesting to explore supervision as a construct in clinical 
psychology in comparison to firstly, other professional psychologists (e.g. educational, 
counselling) and secondly, in relation to other mental health professionals. Similarly, an 
exploration into the perception and experience of professionalization in other fields of 
professional psychology, namely educational counselling psychology would be of great 
interest. This is as a result of the current debate in psychology in Ireland where counselling 
psychology appears to feel they are eligible for and want to apply for clinical psychology 
positions. An exploration of professionalization and counselling psychology may highlight 





5.8 Recommendations for clinical practice and policy 
The researcher hopes that some of the current research findings will contribute to the 
restricted knowledge around clinical psychologists experience of professionalization and 
professionalism. A number of possible clinical and policy applications may also be 
considered. Due to the nature of the current study, the implications regarding clinical practice 
and policy are so closely related in this instance it is difficult to separate them. For that 
reason, they two may cross over throughout this section. 
 
Initially, specific information around professionalization and professionalism could be 
provided to clinicians and possibly earlier, to psychologists in clinical training. Said 
information could detail the specific areas of importance as highlighted by the current 
research (e.g. self-care, registration etc.), the benefits and challenges associated with them 
and recommendations around engagement in each prior to the establishment of standardised 
regulations. The purpose of the provision of such information would be to facilitate and 
promote positive clinical and professional practice. Continuing on from this, the 
standardisation of each characteristic highlighted in the study could be explored and 
implemented in a timely manner to ensure best practice and the safety of both clients and 
clinicians. Such novel standards will also require an ongoing review process. 
 
As discussed previously, there is a distinct lack of clarity experienced by clinical 
psychologists in relation to the upcoming statutory registration body CORU. It is pertinent 
such ambiguity is addressed and a level of transparency is developed in order to support 
clinicians practice and to assuage their many concerns. Other aspects such as peer supervision 
and self-care were reported to be interpreted as particularly useful and supportive to the 
clinical psychologists. Similarly, they too were not standardised but the inclusion of both into 
clinicians schedules would prove hugely beneficial in the development of professionalization, 
to the clients, the services they receive and to the clinicians who provide it. Another possible 
clinical implication would be the need for support, possibly through supervision in relation to 
the perceived unavoidable and inaccessible challenges of autonomy. Through the supervisory 
relationship, said challenges and any emerging personal and professional difficulties 
regarding the continuous negotiation of autonomy may be highlighted and processed to 
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ensure they do not impact on the service provided to the clients but also to ensure a positive, 
balanced supportive working environment for the clinical psychologist. 
 
All of these adaptations and increased emphasis on key aspects of professionalization within 
clinical psychology will naturally have an impact on the clinical time available for clients. As 
each aspect becomes standardised, regulated and requires particular amount of time and 
energy, this time and energy will need to be found somewhere and it may need to be taken 
from the current allotted client contact time. Another option may be the increased weekly 
contracted hours in order to facilitate both a healthy and effective clinical psychologist while 
also maintaining client hours. The researcher believes, the latter option may be perceived in a 
less receptive manner. In either case such time implications need careful negotiation. 
 
With regards to policy implications clinical psychologists' involvement in the exploration and 
establishment of standards for the fundamental aspects have been highlighted in the study. 
The provision of funding and the development of a research steering group composed of 
practising clinical psychologists, in order to engage in the organisation of the above standards 
would be a positive policy progression. Once the standards have been established, the 
implementation should begin in clinical training to provide a solid foundation in 
professionalization. It would then continue into practice once qualified. For those who are 
already qualified and practising clinical psychologists, the innovative standards would need 
to be provided and promoted to this population. For example, policies regarding possible 
mandated CPD and self-care, similar to that currently of supervision. 
 
Current findings suggested support for the standardisation of supervision experienced by a 
large proportion of the participants. It is noted that these participants practice in a similar 
geographical location. The supervision policy of this location has proven to be acceptable to 
participants and commendable. The possibility of applying this policy, namely, monthly 
individual supervision and group's/peer supervision, in other regions of the HSE in Ireland to 
assess its impact, with the prospect of applying it nationally. Variations in policy regarding 
concepts such as CPD, peer supervision, etc. across the country of Ireland must be addressed 
to ensure equality of skill, resources and support among the clinical psychologists providing 
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services to the general public. The possibility of national policies regarding each could be 
explored. 
 
Finally, a review from psychology management regarding the levels of responsibility is 
required of some staff grade clinical psychologists. As indicated in the data, a perception of 
increased responsibilities that fall within another grade of psychology was experienced by a 
number of participants. A re-evaluation of what is expected of each grade of clinical 
psychologist would be hugely beneficial. For example, supervisory responsibilities of both 
assistant psychologists and psychologists in clinical training, sole responsibility for 
psychology input into a team when there is only one clinical psychologist within the team. 
Traditionally, staff grade psychologists were not required to engage in either of the above 
examples. They do, however, in some areas currently engage in some or all. Therefore, a 
review of responsibility in relation to each grade clinical psychologists in order to ensure a 
structured strategic approach is maintained. 
 
5.9 Concluding thoughts and reflections on the project  
On the outset, from a personal perspective, there was a degree of apprehension about 
conducting research into professionalization and clinical psychology. Personally, the vague 
nature of the research topic along with the dearth of existing knowledge and literature felt 
daunting. Due to the distinct lack of research in this area finding a gap was straightforward. 
Finding a specific niche, a focus, as guided by the previous literature was, however, no mean 
feat as a result of the limited research. Nonetheless, as the research study progressed I began 
to find the research topic particularly interesting as it accessed one of my original areas of 
interest. As a result my curiosity and attention was sustained throughout the research process.  
 
As detailed previously, my personal interest lies with the development of clinical 
psychologists both professionally and particularly personally. This focus was thankfully 
fostered throughout my training with the support of like-minded, reflective supervisors. I was 
also blessed with regards to placement location, as the psychology management encouraged 
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such developmental (e.g. CPD) and supportive ethos (e.g. peer supervision, self care). These 
aspects may also act as a bias within this current study and how it is interpreted. 
 
The current findings have begun the ongoing journey attempting to fill the gaps in this 
particular research topic. It leads the way with suggesting a wide variety of possible future 
research options. It has also resulted in numerous and varying recommendations regarding 
not only clinical practice but also in relation to possible policy amendments and even 
development. I feel particularly grateful to have been able to interview the variety of clinical 
psychologists as a part of this research and feel that I have gained great knowledge and 
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To whom it may concern, 
 
I am writing to you as a Psychologist in Clinical Training in the Univerisity of Limerick.As you 
know, I am required to complete a thesis as part of my PhD. To this end, I have provisionally entitled 
mine ‘What does Professionalisation and Continuing Professional Development mean to Clinical 
Psychologists in 2015-'16?’. Firstly, the study aims to explore how individual Clinical Psychologists 
define CPD on a personal level, what they believe constitutes the overarching term CPD, what they 
feel they gain from it, what value and purpose it holds for them as a whole and in its individual 
aspects. It also aims to gain an understanding of what Clinical Psychologists believe 
professionalization to be, what it means to them to be a professional, what role professionalization 
plays in the area of Clinical Psychology and its value to the field and to them personally as 
practitioners. In order to do so I require the participation of Clinical Psychologists who would be 
available to partake in a semi-structured interview, lasting up to a maximum of 90 minutes, exploring 
their perception and experience of the above constructs 
 
I would really appreciate if you could circulate this email and the attached documents, providing 
further information on the research, to Psychologists in your area, with the prospect of interested 
individuals contacting myself regarding potential participation. Please find attached an information 
sheet detailing important aspects of this study, and a consent form. If you have any questions or 
concerns, please do not hesitate to contact me using the contact details below.  Finally, I would be 








______________________  ______________________ 
Principal Investigator    Lead Investigator/Trainee Name 
 
 
Lead Investigator Contact Details:  
Karen Kieran, Psychologist in Clinical Training,  
 
Principal Investigator 
Dr. Barry Coughlan, Assistant Director of Clinical Psychology, Psychology Department, University 






















What does Professionalization and Continuing Professional Development mean to Clinical 
Psychologists in 2015-'16? 
 
To whom it may concern,  
 
As part of my PhD in Clinical Psychology in the University of Limerick, I am carrying out my thesis 
on the perceptions and experiences, of Clinical Psychologists, of Continuing Professional 
Development and Professionalization. 
 
What is the study about? 
Firstly, the study aims to explore how individual Clinical Psychologists define CPD on a personal 
level, what they believe constitutes the overarching term CPD, what they feel they gain from it, what 
value and purpose it holds for them as a whole and in its individual aspects. It also aims to gain an 
understanding of what Clinical Psychologists believe professionalization to be, what it means to them 
to be a professional, what role professionalization plays in the area of Clinical Psychology and its 
value to the field and to them personally as practitioners. 
 
What will I have to do? 
Your involvement in the study will be carried out at your convenience. You will be invited to take 
part in a 90 minute (max) audio recorded, semi structured interview. 
 
What are the benefits? 
The findings may lead to adaptations to CPD models and policies, which allow for the optimisation of 
allocated CPD hours. Adaptations would be strength based, and may result in changes to clinic time 
and size of case load. An increase in personal and professional development value may lead to more 
effective, healthier, and reflective practitioners. 
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The results may also be of interest to training programmes as they may support current structures or 
may aid in the further development of continuing personal and professional developmental teaching 
within the Universities.   
 
What are the risks? 
You might decide that you don’t want to answer a question. If this happens, you do not have to 
answer any question you do not wish to. 
 
What if I do not want to take part? 
Participation in this study is voluntary and you can choose not to take part or to stop your involvement 
in this study at any time, such a decision will be dealt with in a sensitive and confidential manner. 
 
What happens to the information?  
The information gathered from the study will be handled in complete confidence. Participants 
confidentiality is the first priority of the researchers carrying out the study. The study will be audio 
recorded with all recordings stored safely, securely, on a password protected computer, and 
confidentially (Pseudonyms will be assigned). Only researchers in the study will have access to the 
recordings.  
 
Who else is taking part? 
There will be 11 other Clinical Psychologists taking part in this study. 
 
What if something goes wrong? 
In the unlikely event that something goes wrong during the interview session, the session will 
immediately stop until the participant and researcher are ready to restart or the session will be stopped 
completely. 
 
What happens at the end of the study? 
At the end of the study the information will be used to present results. The information will be 
completely anonymous, with no identifiers.  All data gathered from the research will be stored 
securely and safely on a password-protected computer by the Principal Investigator, Barry Coughlan, 





What if I have more questions or do not understand something? 
If you have any questions about the study you may contact either of the researchers. It is important 
that you feel all your questions have been answered.  
 
What happens if I change my mind during the study? 
Should you feel that you no longer wish to participate in the research at any stage, you are free to stop 
and take no further part. 
 
 
Thank you for taking the time to read this. I would be grateful if you would consider participating in 
this study. 
 
Yours sincerely,  
 
 
______________________  ______________________ 
Principal Investigator    Lead Investigator/Trainee Name 
 
 
Lead Investigator Contact Details:  
Karen Kieran, Psychologist in Clinical Training,  
 
Principal Investigator 
Dr. Barry Coughlan, Assistant Director of Clinical Psychology, Psychology Department, University 
of Limerick, Tel (061) 234345, Email: Barry.Coughlan@ul 
If you have any concerns about this study and wish to contact someone independent,  
you may contact: 
The EHS Research Ethics Contact Point of the Education and Health Sciences Research Ethics 





Appendix C: Interview Schedule 
 
Brief outline 
Hello, my name is Karen Kieran, I am a Psychologist in Clinical Training in the University of 
Limerick. I want to first thank you for taking the time out to take part in this piece of 
research. What I’m interested in today is the concept of Professionalization and 
Professionalism within the field of Psychology. There is a large basis of research within the 
fields of teaching, nursing and an emerging pool from social care. There is however very 
little within the field of Clinical Psychology. 
 
Working definition  
-  Professionalism ‘The competence or skill expected of a professional’ 
- Professionalise means to ‘Give (an occupation, activity, or group) professional qualities,  
typically by increasing training or raising required Qualifications’   (Oxford Dictionary) 
 
Interview Schedule 
1. From the brief outline above, my first question relates to what you believe 
professionalization to be? 
2.  How you see the development of professionalization within Psychology? 
3. Tell me about how you believe professionalization fits in within the field of Clinical 
Psychology? 
  - Where? 
  - How? 
  - Its role 
4.  What does professionalization mean to you as a Clinical Psychologist and to your 





- That’s an interesting point… 
- Could you tell me more about that… 
- You mentioned earlier… 
 
If not mentioned 
Some of the literature highlights a role for CPD in professionalization, how does that sit with 
you? 
 
Within the literature there are discussions regarding factors such as knowledge (beliefs and 




















Appendix D: Consent Form 
 
Participant Consent Form 
 
 
What does Professionalisation mean to Clinical Psychologists in 2015-'16? 
 
 
Should you agree to participate in this study, please read the statements below and if 
you agree to them, please sign the consent form. 
 
 I have read and understood the participant information sheet.  
 I understand what the project is about, and what the results will be used for. 
 I understand that what the researchers find out in this study may be shared with others but that my 
name will not be given to anyone in any written material developed. 
 I am fully aware of what I will have to do, and of any risks and benefits of the study.  
 I know that I am choosing to take part in the study and that I can stop taking part in the study at 
any stage without giving any reason to the researchers. 
 I am aware that my participation in this study will be audio recorded and I agree to 
this. However, if I feel uncomfortable at any time I can ask that the recording 
equipment be switched off.  I understand that I can ask for a copy of my recording.  
I understand what will happen to the recordings once the study is finished.  
 
 
After considering the above statements, I consent to my involvement in this research project. 
 
 
Name: (please print): __________________________ 
 
Signature: ___________________________________ Date: ______________ 
 
 
Investigator’s Signature ________________________ Date: _______ 
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Appendix E: Sample of Field Note 
(h) I met this participant in her office within the building in which she practices, namely a 
community mental health day hospital. She is a staff grade clinical psychologist working 
within adult mental health in the community and provide input one morning a week to the 
acute unit in the regional hospital. She presented as open, relaxed, and familiar. Previous to 
the commencement of the interview she requested information around the subject area and 
with the provision of working definitions and brief discussion she felt happy to commence 
the interview & consent. She began by highlighting how novel a term professionalization was 
to her and how lucky she was not having to worry about scheduling or accessing CPD as area 
she works in provides monthly support in the form of CPD, peer supervision, and individual 
supervision. I was aware throughout the interview of the participants time limit as she had 
scheduled a trainee supervision at 10 AM following our interview. She however was very 






























Appendix H: Sample of Reflective Journal 
(d) At times I felt quite lost during this interview, questioning the relevance of what was 
being said. I did however notice myself correcting such thoughts by stating what she had to 
say must be relevant as it was prompted by the interview schedule. Despite it not being 
identical to previous interviews does not mean it's not right, there is no right and wrong. The 
novelty will add to the value and depth of the data.  
Once again I found myself thinking about my specialist placement, and how I liked and 
appreciated her way of working (Psychodynamic). I found myself wondering whether I could 
go to her despite her Basic grade status. I also found myself readjusting my view of her as I 
had initially met her on my Adult placement. She once again reignited my passion for Adult 
work and Clinical Psychology, similar to other participants. I am now left curious about my 
developing role as a Psychologist in Clinical Training and soon to be Clinical Psychologist 
and hungry for further personal development as well as further training Psychodynamically. I 
was also intimidated by her rate of continued learning, continuous reading and need for 
further development. 
I found myself at times noticing how very little I had said during the interview. This 
prompted a conflict within me as to me not being active enough in the process and prompting 
further. And me feeling her flow and content was important as it was prompted by the 
interview schedule. As I type this I become aware of the fact that it may have also been 
partially prompted by her interest in the topic and enjoyment in talking about it. I am very 
unsure, it was ultimately multifaceted and my searching for an answer is to assuage my 
anxieties that I wasn't doing enough.  
I feel like I could learn a lot of this individual and I wonder may that awe I have for her 
knowledge and way of practicing been part of what may have impeded my inputting further 
into the interview. Also my slight intimidation and fear of her confidence may have impacted 
also. 
 
 
